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MEDICAL AND DENTAL PROGRAMS OF THE VETERANS’ 
ADMINISTRATION 


WEDNESDAY, FEBRUARY 18, 1953 


House or REPRESENTATIVES, 
COMMITTER ON VETERANS’ AFFAIRS, 
Washington, D. C. 

The committee met, pursuant to call, at 10: 30 a. m. in room 356, Old 
House Office Building, Hon. Edith Nourse Rogers (chairman) 
presiding. 

The Cuatrman. The committee will come to order. 

I would like first of all to read a brief statement indicating why 
we asked Mr. McNamara of the Bureau of the Budget to come ‘to the 
meeting this morning. 

When we held our meeting on February 4, at which time General 
Gray and Admiral Boone appeared, I indicated at that time that we 
would hear Admiral Boone at a later date to discuss in some detail 
the medical program. He agreed to come here this morning, and we 
are happy to have him with us. 

During the hearings on yesterday we received the 1953 legislative 
program of the V eterans of Foreign Wars. There was considerable 
discussion involving the $31 million cutback in Veterans’ Administra- 
tion medical funds and the restoration of $5 million of that sum now 
pending in the supplemental appropriations bill. This bill is sched- 
uled for debate and consideration on the House floor this afternoon, 
and that is why there was need to get all the information we can. 

It is my understanding that after the $31 million cut was applied, 
the Veterans’ Administration presented several different estimates to 
the Bureau of the Budget, and that these estimates were first $31 
million; then $23 million; then $16 million; and finally $5 million. 
From information that has come to me, it seems likely that the Veter- 
ans’ Administration actually felt that $15 million was the correct 
amount which it should receive, if the medical program is to operate 
on a reasonably satisfactory basis. However, the final request pre- 
sented to the Congress by the Bureau of the Budget was for $5 million, 
and that amount has been included in the supplemental estimate, 
which was reported to the House on Monday in the second supple- 
mental appropriations bill. 

Because of the confusion surrounding this entire question, I have 
asked Mr. Fred A. McNamara, who handles many medical and hos- 
pitalization questions for the Bureau of the Budget to be present this 
morning and to hear the testimony of Admiral Boone, with a view to 
possibly reconciling some of the discrepancies which we have heard 
and to clearing up the questions which I am sure have arisen in the 
minds of many of the members. Mr. McNamara is seated at the table 
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for those presenting testimony so that he may answer any questions 
directed to him. The Director of the Bureau of the Budget, Mr. 
Dodge, requests that we not question Mr. McNamara about the 1954 
estimates, since they have not been formulated. I think this is a 
reasonable request. 


The latest Veterans’ Administration Hospital chart has just been 
issued. This chart gives much useful information on Veterans’ Ad- 
ministration hospital matters, and, without objection, I will insert 
itat this point in the record. 

Is there objection ? 

( No response. ) 

Che CuHarrMan. Without obje tion, it is so ordered. 

(The charts referred to appear opposite this page. ) 

The CHarrman. I hope that this procedure will be helpful, and 
we will now hear from you, Admiral Boone, if you please. 

Admiral Joel T. Boone, a Congressional Medal of Honor man, and 
the bearer of many medals and many distinctions, a great friend of 
medicine and a great friend of the veterans. He has given his life 
to this work, at a great sacrifice. 


STATEMENTS OF ADM. JOEL T. BOONE, CHIEF MEDICAL DIRECTOR, 
DEPARTMENT OF MEDICINE AND SURGERY, VETERANS’ ADMIN- 
ISTRATION ; ALLEN F. BIGELOW, DIRECTOR, PROGRAM ANALYSIS 
STAFF, DEPARTMENT OF MEDICINE AND SURGERY, VETERANS’ 
ADMINISTRATION; R. E. ADKINS, EXECUTIVE OFFICER, DEPART- 
MENT OF MEDICINE AND SURGERY, VETERANS’ ADMINISTRA- 
TION; DANIEL ROSEN, CHIEF, MEDICAL STATISTICS DIVISION, 
DEPARTMENT OF MEDICINE AND SURGERY, VETERANS’ ADMIN- 
ISTRATION; J. D. BAKER, ASSISTANT BUDGET OFFICER, VET- 
ERANS’ ADMINISTRATION; AND FRED A. McNAMARA, BUREAU 
OF THE BUDGET 


Admiral Boonr. Madam Chairman and members of the commit- 
tee, I regret to return with a residue of the voice I had 2 weeks ago. 
I endeavored to make it better for you, but the demands of my office 
are such I cannot do what I ought to do, and not talk. But I hope 
it will weather the session. I have appeared before committees 
before with pneumonia and have weathered it; and I have been in 
battle after being wounded just a few days before and have weathered 
it. So Il hope you will bear with me with this voice, but not be 
sympathetic. 

The Cuarrman. Will you please sit down. 

Admiral Boonx. If I may stand a bit longer. 

In view of General Gray’s testimony the other day giving a sum- 
mary of the history of the Veterans’ Administration, upon which you 
commented so favorably, I am confining myself to the Department 
of Medicine and Surgery. However, with all the conversation and 
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Sampson Sampson, N. X. 
Mendota Mendota, Wis. 
New Castle (Air Farce) Wilmington, Del. 
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Halloran Staten Island, N.Y. 
Saratoga Saratoga Springs, N. Y. 
P.O., Hospital Phoenix, Aris, 
Fort Logan Fort Logan Colo, 
Nichol» Louisville, Ky. 
Lawoon Chamblee, Ga, 
U. S. Naval New Orleans, La. 
O'Reilly Springfield, Mo, 
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debate throughout the country, and all we read in the press, about 
medicine in Government, it might be well to spend a few minutes on 
the background of the medical program of the Veterans’ Adminis- 
tration and how it came into being. I think it will help you to appre- 
ciate the strength of it and the reason why it has met with such suc- 
cess in a relatively few short years. 

The present medical program, which I was fortunate enough to 
inherit and had nothing to do with creating, is only about 6 years 
old. It was brought into being by great vision and by appeal to non- 
governmental medicine to form a team and work with governmental 
medicine. Its strength and success have been due to these two great 
forces. They have worked magnificently together. Any factor that 
might be injected which would tend to separate these two great forces 
would tear down the strength and destroy the success of the Depart- 
ment of Medicine and Surgery of the Veterans’ Administration. 

I have some charts here, and with your indulgence I should like 
to have Mr. Rosen, of my staff, make a presentation, in which he will 
review the history from the beginning of the medical program, not 
of the Veterans’ Administration, but what has eventuated as the 
medical program of the Veterans’ Administration. 

I am sorry for the visitors in the back of the room that these charts 
are not larger and cannot be seen, but I hope the committee will be 
able to see them. We have other charts of which we have duplicates 
which will be passed around. 

[If I may have Mr. Rosen make this presentation, I shall appre- 
ciate it. 

(The charts referred to follow :) 
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CHART 9 


PERCENTAGE DISTRIBUTION OF VA PATIENTS IN VA 
AND NON-VA HOSPITALS 
JUNE 30,1952 
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Mr. Rosen. Madam Chairman and members of the committee, in 
the first chart which has been prepared, the history of the hospital 
patient load of the Veterans’ Administration is traced from a time 
shortly after Public Law 90 was passed on October 6, 1917, which 
first authorized Federal hospital care for veterans with service- 
connected disabilities. From that time until 1921 hospitalization of 
veterans was primarily provided in facilities operated by the United 
States Public Health Service, and in hospitals of local communities 
and States, such hospitalization being provided under contract with 
the Veterans’ Administration. 

In 1922 Public Law 194, approved Apr il 20, 1922, was passed, which 
for the first time established a Federal policy for the hospitalization 
of certain veterans for the care of disabilities which were not of 
themselves directly related to service. That law provided for hos- 
pitalization of veterans of the Spanish-American War, Philippine 
Insurrection, and Boxer Rebellion for non-service-connected neuro- 
psychiatric.or tubercular ailments. This provision was restated i 
Public Law 542 in 1923, plus authority for transportation. 

The Cuamrman. Will you give the date of that law ? 

Mr. Rosen. March 4, 1923, Public Law 542. 

On June 7, 1924, Public Law 242, known as the World War Vet- 
erans’ Act, was passed. It provided hospitalization to veterans of 
all wars, occupations, and expeditions since 1897, regardless of dis- 
ability or service connection. At that time there was an increase in 
the patient load, which prior to the passage of the law was approxi- 
mately 25,000 patients, to slightly over 30,000. 

In 1930 the Veterans’ Administration as currently organized was 
first set up by Public Law 536 of July 3, 1930. That act incorporated 
in the Veterans’ Administration the National Homes for disabled 
veterans, and the increase in patient load following the passage of that 
act is attributable to the patient load in hospitals associated with these 
homes. 

Public Law 2, the so-called Economy Act, of March 20, 1933, re- 
stricted hospitalization to veterans with service-connected iisabilities 
or with TB, NP, and permanent disabilities when they had no ade- 
quate means of support. The patient load declined, primarily in non- 
VA hospitals, as the result of this law. 

In Public Law 141 of March 28, 1934, the same Congress restored 
the status of eligibles which Public Law 2 had eliminated, and from 
that time the trend of the patient load was upward until World War II. 

During the course of World War II there was some decline in the 
patient load associated with limited possibilities of staffing hospitals, 
and other factors. 

Following World War II there was a rapid increase in the patient 
load, as shown here. During the month of January last, the average 
patient load in VA hospitals was in excess of 98,000. 

It is possible also to trace the patient load in terms of the diagnostic 
composition of the patient load. You may see a line here indic ating 
that the volume of care provided for patients with mental illnesses has 
definitely increased from the beginning of the hospital program, and 
that such patients are the largest single component of patients in VA 
and non-VA hospitals, those with tubercular ailments being the 
smallest. 
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Another program of the Veterans’ Administration, that of the pro- 
vision of domiciliary care, is indicated here [chart 2], but for a shorter 
period, only since 1945. At the present time the total authorized capa- 
city of beds in domiciliaries is 18,147, with less than 17,000 benefici- 
aries occupying beds in 17 different domiciliaries. 

Mr. Frevincuuysen. These charts you gave us, are any of them the 
same as those vou are talking about ? 

Mr. Rosen. Only the first chart I described is not included in the 
copies you hs ave, 

Admiral Boone. Can you indicate them by numbers? 

Mr. Rosen. Not by numbers. 

This chart is an attempt to describe rather briefly one of the oe 
medical care programs of the Veterans’ Administration [chart 3]. 

s the outpatient dental care program set up under authority of Public 
Lew 2 in 1933. Today, and for sometime past following the tremen- 
lous rate of applications immediately after World War iI, the Veter- 
ans’ Administration has been receiving from 50,000 to 60,000 or 64,000 
upplications every month from veterans requesting dental treatment. 
Di ring January the number was 60,000, and since the end of the 
calendar year is usually associated with a low point in the receipt of 
dental treatment applications, it is expected that the number per 
month will increase for the remainder of the year. 

This chart indicates the recent experience of the Department of 
Medicine and Surgery in the outpatient medical care program 

chart 1]. The bottom line, labeled “Hee,” is that part usually de- 
cribed as the hometown medical care program. It represents that 
part of the outpatient medical care provided for service-connected 
disabilities which is obtained by veterans from physicians in local 
home communities. 

(n additional a of the hospital program of the Veterans’ 
Administration would be incomplete without some attention being 
paid to the number of eligible veteran applicants for hospits alization 
who have not yet been scheduled for admission [chart 5]. As has been 
done with other charts, this covers the period only since the end of 
World War IT, and I think it is of some interest to note that since that 

me the so-called waiting list for mental patients has gone from about 
2,500 to a point today where it comes slightly over 13,000 out of a total 
of 21,496. 

The CHarrMAN. Service-connected cases ? 

re Rosen. No; the total. Contrarywise, the number of G. M. 
and S. patients has declined from a high of about 27,000 to a point 
where in January it was of the order of 6,000. 

Mr. Tracur. Is that the total of all veterans who applied ? 

Mr. Rosen. And who have been found to be eligible. 

Mr. Treacur. They are on a waiting list? 

Mr. Rosen. Yes. 

Mr. Treacur. You have 15,000 waiting for admission ? 

Mr. Rosen. No, 21,000 plus. 

Mr. Tracue. Including service-connected and non-service-connected 
both ? 

Admiral Boonr. May I interject there? Just a week or two ago 
we had only 70 service-connected cases of all categories waiting for 
admission. We make it a point to take care of all service-connected 
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cases immediately. The reason for the 70 is, that when an applicant 
is told he can be admitted, he does not elect to go in immediately. 

Mr. Tracur. If you have two cases, one you would call an emerg- 
ency not service connected, and one not determined to be an emergency 
but service connected, which would go in first ? 

Admiral Boonr. The emergency case. We must always have beds 
for service connected, because it it is the primary requirement of law. 

Mr. Treacue. But the truth is, non-service-connected can go in ahead 
of service connected if it is an emergency ¢ 

Admiral Boonr. That is humane. 

Mr. Tracur. I do not know how humane it is, but some reports I 
vet 

Admiral Boonr. Suppose there is an accident in the streets in front 
of Mount Alto and a veteran is picked up from a motorcycle. Service 
connected or non-service-connected, he would be taken in. 

Mr. Tracur. That is the extreme, but how about borderline cases ? 

Admiral Boonr. Precedence would be given to the service 
connected. 

Mr. Tracur. Is not that the reason why we keep getting reports 
that service-connected veterans cannot get into hospitals, due to the 
determination of what is an emergency / 

Admiral Boonr. Well it is up to the hospital admission officer to 
determine what is an emergency. 

Mr. Teacur. That is why service-connected cases cannot get into the 
hospitals. Take Dallas, Tex.; a city that size is always having emer 
gencies. 

Admiral Boone. I think when you consider only 70 service-con 
nected cases throughout the Nation are waiting for admission, with a 
patient load of approximately 98,000, it is negligible, and it is only 
for short periods, hours or a day or two. We make every effort to take 
service-connected immediately. 

Mr. Proury. Madam Chairman. 

The CHatrman. Mr. Prouty. 

Mr. Proury. You say there are only 70 service-connected through- 
out the country waiting for hospitalization ¢ 

Admiral Boonr. Yes. 

Mr. Proury. How many nonservice connected ¢ 

\dmiral Boonr. The last figure was 21,000 plus. 

Mr. Provry. And actually in hospitals at the present time, what 
percentage are nonservice connected, and what percentage are service 
connected ¢ 

Admiral Boonr. In VA and non-VA hospitals, 35.6 percent are serv- 
ice connected, and 64.4 percent nonservice connected. 

To break that down into three categories: 

TB: 40.9 percent are service connected and 59.1 percent nonservice 
connected. 

NP: 48 percent are service connected and 52 percent nonservice con- 
nected. 

G. M. and S.: 11.6 percent are service connected and 88.4 are non- 
service connected. 

The Cuatrman. Is it not true that many cases of service connected 
waiting for hospitalization are cases that must be worked out? For 
example, many mental cases have not wanted to admit they were not 
quite right. 
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Admiral Boonr. It takes time to make a determination. We have 
quite a percentage on the list that are in that category. I can find that 
in a few minutes. 

Mr. Hacen. Madam Chairman, may I ask a question ¢ 

The Cuarrman. Yes, indeed. 

Mr. Hacen. From the standpoint of the ratio of service connected 
to nonservice connected, the larger percentage of nonservice connected 
is in the G. M. and 8. category. What is the reason for that? 88.4 
percent in that category are nonservice connected. Is that the weak 

ont ¢ 

Admiral Boonr. That is the point discussed the most by the public, 
whether a certain category of those should or should not be admitted 
to VA hospitals—G. M. and S. cases. We do not hear much about TB 

r NP cases. 

>a. Epmonpson. Madam Chairman. 

The CuarMan. The gentleman from Oklahoma. 

Mr. Epmonpson. I wonder if it is possible to state whether any 
sizable percentage of the approximately 21,000 or 22,000 on the waiting 
list are voluntarily on the waiting list, and how many of them are 
involuntarily on the waiting list? Some men might come in and see 
about being admitted and not be ready to go in at that time, and get 
on a waiting list until they are ready to go in. 

Admiral Boonr. That is true, but we have a system now, if they 
refuse to go in when a bed is available, they drop down to the bottom 
of the list and lose their precedence by their election not to go in at 
that time. 

Mr. EpmMonpson. Your classification, then, would make all these 
involuntary from the standpoint they would like to go in imme- 
diately but have to wait. Isthat the situation as to the 22,000? 

Admiral Boonr. I think in the main. 

The Cuatrman. Is it not also true that our private hospitals are 
filled, like in Michigan ‘—both their TB and NP hospitals are filled. 

Admiral Boonr. That is very true. There are large waiting lists at 
this time to get into non-Fede ral institutions. I was in a State the 
other day where they have a 2,000-bed psychiatric hospital and only 
2 doctors. That is hardly custodial care. 

I can break down this non-service-connected percentage and give 
the legal authority applicable to these cases. Where we have 65 per- 
cent non-service-connected cases, we have this situation, in 9 categories: 

(1) 11 percent of the 65 percent had service-connected disabilities ; 
hospitalized for treatment of other disabilities which had apparently 
not directly affected their service-connected disabilities. The Solici- 
tor gives as authority applicable to these cases, VA Regulation 6047 
(C) (1): section 706, title 38, U.S.C. A. 

(2) 25 percent of the 65 percent were permanently and totally dis- 
abled and were receiving VA pensions for such disabilities; hospital- 
ized for treatment of permanent and total disabilities and/or other 
disabilities. The Solicitor gives this authority: VA Regulation 6047 
(D) (1) ; section 706, title 38, U.S. C. A. 

(3) 8 percent of the 65 percent had no service-connected disabilities 
and had filed no claim for compensation or pension; hospitalized for 
treatment of non-service-connected tuberculosis or psychosis. The 
Solicitor Pre as authority: VA Regulation 6047 (D) (1) ; section 706, 
title: 38, U.S. C. A. 
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(4) 3 percent of the 65 percent had no service-connected disabilities 
and had filed no claim for compensation or pension; hospitalized for 
treatment of other long-term disabilities requiring hospital care for 
more than 90 days. Author ity: VA Regulation 6047 (D) (1) or (D) 
(2); if disabilities permanent, section 706, title 88, U. S. C. A.; 
if disabilities not permanent, proviso of section 706, title 38, U.S.C. A. 
That proviso means he signs a certificate he cannot pay. 

(5) 2 percent of the 65 percent, disabilities not yet adjudicated but 
had filed claim for compensation for service-connected disabilities. 
The Solicitor gives as authority: VA Regulation 6047 (D) (1); 
discharged for disability in line of duty, section 706, title 38, U.S 
C. A.; if not, proviso of section 706, title 838, U. S.C. A. 

(6) 4 percent of the 65 percent, disabilities not yet adjudicated but 
had filed claim for pension for permanent and total disabilities. The 
authority for that is the same authority as I have just stated. 

(7) 1 percent of the 65 percent, nonveterans (U.S. Armed Forces 
personnel, humanitarian cases, and so forth). They may be taken 
to our institutions when no service institutions are available. That 
is only 1 percent of the 65 percent. The authority for that is VA 
Regulation 6047 (B) (1) 3 and (C) (1) ; section 686, title 31, U.S.C. A.; 
section 706b, title 38, U.S. C. A. 

(8) 10 percent of the 65 percent had no service-connected disabilities 
and had filed no claim for compensation or pension; hospitalized for 
treatment of general medical and surgical disabilities requiring hos- 
pital care for less than 90 days. Authority: VA Regulation 6047 
(D) (1); proviso of section 706, title 88, U.S. C. A. 

(9) 1 percent of the 65 percent, status not determined. When the 
status is determined, it will fall in one of the foregoing categories. 
That means information has not been provided to the central office. 
The authority for that is VA Regulation 6046 (C) (2). 

The CHarman. Admiral, as I understand it, a man with service- 
connected disabilities is allowed hospitalization for other disabilities 
not service-connected, but he is carried as a non-service-connected 
case. Isthat right? That is, although he may have service-connected 
disabilities, while he is hospitalized for other disabilities he is classified 
as nonservice connected ¢ 

Admiral Boonr. That is right. 

The Cuatrman. I think most people forget that. 

Mr. FretinecHuysen. Madam Chairman. 

The CuatrmMan,. The gentleman from New Jersey. 

Mr. Fretineuuysen. | am wondering if we are asking you to dupli- 
cate testimony you gave before the Appropr iations Committee? 

Admiral Boonr. That is correct, as to percentages of nonservice 
connected, except I did not have at that time the authority to quote for 
admission. 

Mr. Fretincuuysen. In the testimony you gave before the other 
committee you say 11 percent of the 65 percent had entitlement, and 
you go on to say approximately 50 percent, as I understand it, will be 
non-service-connected cases in our VA hospitals. Is that correct ? 

Admiral Boonr. In making my estimate, I figured about 8 or 10 
percent are in that zone of debate, whether they should be taken in. 
Subtract the 8 or 10 percent from that 65 percent, and they would be 
the ones who would be nonservice connected but would have entitle- 
ment. 
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Mr. Frevincuuysen. Roughly, 50 percent ? 

Admiral Boonr. Yes; but nearer 55 to 57 percent. 

Mr. Frevincuvuysen. The only other question I was going to ask 
was how many vacant beds there are in the national picture, roughly ¢ 

Admiral Boonr. Roughly, about 2,300 beds were taken out of opera- 
tion, in the main, by the drastic 1953 budget cut. We were required 
to make a reduction in force of 2,250 employees from the August 31 
hospital strength. We had to close beds, wards, and deprive that 
many veterans of hospitalization. We always have a certain num- 
ber of beds out of commission due to altering or painting or some 
housekeeping jobs, but 2,300 beds we lost due to the budget cut. 

Mr. Frecincuvysen. You attribute that solely to the budget cut? 

Admiral Boonr. The 2,300 beds; yes. é 

Mr. Frevincuuysen. I was wondering how many beds you esti- 
mate would be necessary to provide hospitalization to all service-con- 
nected and non-service-connected veterans, if there were no practical 
considerations to set a ceiling ¢ 

Admiral Boone. I think I should state for 1952 we had an author- 
ized average bed capacity of 119,421. That is actual. We had an 
average operating bed capacity of 109,841, roughly 10,000 less. We 
had an average daily patient load of 98,034, with an occupancy rate 
of 89 percent. I want to state that the American Hospital Associa- 
tion estimates an 85-percent occupancy rate is high, because you need 
about 15 percent as a cushion for emergencies. 

Mr. Fretincuuysen. My question was the amount needed to take 
care of all service-connected or non-service-connected. 

Admiral Boonr. We estimated for 1953 that we would require 
121,857 authorized beds and 109,750 operating beds. That was our 
estimate for the 1953 budget. 

Madam Chairman said Mr. McNamara had been asked not to go 
into the 1954 estimates, and we are now required to reappraise the 
1954 budget, and I think I should be absolved from discussing the 
1954 budget. 

The Cuarrman. I will absolve you under the circumstances. 

Mr. Teacur. Madam Chairman. 

The Cuarrman. The gentleman from Texas. 

Mr. Tracur. Mr. Sam Stavisky, in an article published in the 
February 14, 1953, issue of Collier’s magazine, says: 

About 25,000 of the VA’s 128,282 hospital beds are now empty, although 22,000 
sick and diseased veterans are knocking vainly at the hospital doors. Thirteen 
new VA hospitals with 8,000 beds are due to be completed this year, but the 
agency has neither the money nor the personnel to operate them. 

Would you comment on that statement ? 

Admiral Boone. I dislike very much to have to comment on news- 
paper or magazine stories as to their factuality. 

Mr. Tracur. Then this story is not true? 

Admiral Boonnr. I dislike to say a person does not state the facts. 

Mr. Tracur. It seems to me if this goes out to the people of the 
country and it is not true, it should be set straight. 

Admiral Boonr. If there are statements made in there that are not 
the fact, I hope the public will be given the facts. We are having 
some very damaging reverberations because of that and similar 
articles. I have a letter on my desk from one manager who says it 
has wrecked the morale of his office. This is not the only story. 
Sadly, it seems to be the popular sport to attack the Veterans’ Admin- 
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istration, and those of us in the V : but those who are attacked must 
be of enough substance to weather 

Mr. Tracur. I have read your teatitntny before the Appropriations 
Committee, and have read this article, and I do not know the situa- 
tions asto beds. I donot think the Appropriations Committee knows. 
I would like to know. I think we should have exact facts. 

Admiral Boonr. May I ask Commander Bigelow if he can answer 
your question? Commander Bigelow retired from the Navy after 45 
years’ service. He retired one evening and was in my office at 8:30 
the next morning. He is director of our program analysis staff, and 
has been before many, many committees of Congress. He is here. 
He has bursitis, but I think he can answer your question. 

Mr. Tracur. Since this comes up this afternoon, I think the ques- 
tion should be answered. 

The Cuatrman. Yes; but before we begin on that, Mr. Prouty has 
been waiting for some time to ask a question. Go ahead, Mr. Prouty. 

Mr. Proury. Is it not true that the average stay for a GMS patient 
in a VA hospital is 30 days, as contrasted to the average stay in a 
private hospital of 8 days? 

Admiral Boonr. That is correct. However, we cannot compare 
the care of veterans with the care of other civilians. The situation 
as to veterans is very different. We make an effort to rehabilitate 
people, to restore them in society. We keep them until they can go 
back and live in their homes. A civilian in a private institution is 
sent home as soon as he can get his foot out of bed. So that comparing 
veterans in VA hospitals with civilians in private institutions is not 
fair as there are many variables. 

Mr. Proury. I raised that question because I wondered if the 
length of stay of veterans in VA hospitals could be reduced. 

Admiral Boonr. May I say this: A doctor in private life, before he 
sends a patient to a hospital, usually does the preliminary work neces 
sary on the patient so that when he goes in he is ready for surgery, 
let ussay. Ina VA hospital, all that is done after the patient gets in. 

Also, the records in a VA hospital are very different. They must 
be for all times for Government purposes, to protect the Government 
and to protect the veteran. That is not true in a private hospital 
necessarily. 

Mr. Lona. May I ask a question ? 

The Cuarrman. Dr. Long, the gentleman from Louisiana. 

Mr. Lone. Admiral, does not the age of the veteran, as compared 
with the age of the civilian, have a great deal to do with the number 
of days they spend in hospitals? 

Admiral Boonr. A great deal. When you compare civilians in 
private hospitals with veterans in VA hospitals, you are comparing 
children who go in private hospitals for a day or two. 

Mr. Lone. The greater age of the veteran, compared to children and 
younger people in civilian hospitals, would make a great deal of 
difference ¢ 

Admiral Boone. I thank you for raising that question. That is 
right. The average age of Spanish War veterans is 76; the average 
age of World War I veterans is 59; and down the scale. We know 
when we get to be 76 and 59 we have diseases from which we do not 
recover rapidly. And you are trying to average old-age groups with 
children going in for a tonsillectomy or an ingrowing toenail, who are 
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in and out before you can get a history of them. So I think it is not 
a comparison that should enter into the situation. 

That is a very important thing for the public to understand, and 
they do not understand it. Most of our difficulties in life are due to 
lack of information and misinformation. We try to give information, 
and that is one of our biggest services—to provide information. Some 
people do not want information. 

As to Mr. Teague’s previous question, I am glad Mr. Teague has 
asked for this information here. I think there was a time—I will 
say this frankly—when a lot of figures were given out. We are now 
doing our best to screen all figures. 

Mr. Teague. In your sts stement, will you give the estimate you sub- 
mitted to the Bureau of the Budget, the amount allowed by the Bureau 
of the Budget, and the amount allowed by the Appropriations 
Committee ? : ; 5 

The Cuamman. We seem to have innumerable committees investi- 
gating the Veterans’ Administration, with a view to destroying the 
work being done for the veterans. It is one of the most vicious things 
I have come across in a good many years. 

Admiral Boonr. That fact, Madam Chairman, in my almost 64 
years, is incomprehensible to me as a physician. In my job I cannot 
understand how anyone in my profession would be other than con- 
structive in approaching this job, and I am sorry there are some that 
are not constructive. This great medical program not only benefits 
the veterans, but’ it benefits this Nation, and it benefits humanity. 

Mr. Creretta. Madam Chairman. 

The Cuarrman. The gentleman from Connecticut. 

Mr. Creretia. You gave a figure of 21,000 non-service-connected 
cases awaiting entry into a hospital; is that correct ? 

Admiral Boonr. 21,444 plus. 

Mr. Creretia. And I believe you said when one of those on a waiting 
list was reached, if he was not ready to go in the hospital at that time 
you would take him from the top of the waiting list and put him at the 
bottom of the list? 

Admiral Boonr. Yes. He may have sickness in the family, or some 
other circumstance may prevent his going in when a bed is available. 
He is then put at the bottom of the list. 

Mr. Creretta. Then if there is that rotation from top to bottom, 
the 21,000 always stay static. Is anyone ever removed ? 

Admiral Boonr. Yes; however, there is flexibility. 

Mr. Crereiia. But they are never removed, they are just rotated ? 

Admiral Boone. No. Admissions are made continually from wait- 
ing lists. The waiting list has a flexibility, but it is not too flexible. 

Commander Bigelow has some figures, Mr. Teague. 

Mr. Bicetow. As of December 31, 1952, we had total authorized beds 
of 120,173. Of that number, 108,208 represented operating beds. 

There were 11,965 beds unavailable. Here is a summary of the 
reasons for their unavailability: 3,092 beds were new beds not yet 
activated. 

Mr. Teacur. Why not? 

Mr. Bigenow. New construction; new hospitals. These are not 
operating beds. 

Ceiling or funds inadequate, personnel not recruitable accounted 
for 3,340. 
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The Cuatrman. Is that because of the cut in appropriation ? 

Mr. Bicetow. No, Madam Chairman, not particularly. Of course, 
the cut added to it. 

Mr. Marrnews. Madam Chairman. 

The CuatrmMan. The gentleman from Florida. 

Mr. Marrnews. Was the personnel unavailable due to lack of funds? 
Was your recruitment problem due to lack of funds? 

Mr. Bicetow. I think personnel could not be recruited, and we did 
not have ceiling or money to recruit them. 

The Carman. I think many who voted for the cut in VA appro- 
priation did not realize that the cut affected the medical services. 

Mr. Fretincuuysen. It was not supposed to affect the medical 
services. 

The Cuarrman. They did not understand. 

Mr. Frevtincuuysen. I am not sure we are being told now these 
results are due to that cut or not due to the cut. 

Admiral Boonr. Some of this was due to scarcity, such as neuro 
psychiatrists. There are only 7,500 in the United States, and the 
Veterans’ Administration has 676. We are very short in that cate- 
gory. And then in the TB category, TB nursing is very difficult to 
fill. 

Mr. Teacup. Could we be told what part is due to the cut by 
Congress ¢ 

Mr. Bicetow. I cannot break that down, sir. 

Mr. Tracur. Can you estimate? One-half or two-thirds? 

Mr. Frevincuuysen. Is it reasonable to say none is due to the cut ¢ 

Mr. Bicetow. No; I would not say that none is due to the cut. We 
lost 2,250 personnel. 

Admiral Boonr. It might be timely to say what that cut did, would 
it? 

The CHatrMan. Yes. 

Admiral Boonr. This is the action we had to take. 

(a) We were not required by the Congress to make any percentage 
of cut in the central office, Department of Medicine and Surgery, as 
we had a 10-percent cut the year before. However, I felt it was only 
fair and good for morale, if there was a cut in the field, for the central 
office to take a cut. So I made a 5-percent cut in the central office, 
Department of Medicine and Surgery staffs. 

(6) Twenty-five percent reduction to employee travel funds or 
$340,000 urgently needed for employee attendants accompanying 
patients, for the transfer of excess physicians, dentists, nurses, and 
dietitians to hospitals where their services are needed, and for trans- 
fer of trained personnel to staff new hospitals. 

I want to say parenthetically, due to having been challenged before 
a Subcommittee of Appropriations the other day, that Congress had 
taken the position, in the conference report last year, that we were not 
to make a reduction in the number of doctors, dentists, nurses, and 
dietitians, and we did not. If a physician, a dentist, a nurse, or a 
dietitian could be spared in this cut we had to make, we offered 
them a position elsewhere. If they refused to go elsewhere, they 
voluntarily eliminated themselves. That is the only attrition in that 
group. 

I can break down that reduction of 2.250: Physicians, 14; dentists, 
8; nurses, 61; dietitians, 2; other medicals, such as orderlies, ward 
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and mess attendants, 1,301; administration and supply and main- 
tenance people, 869. That made up the 2,250. So you see the big 
proportion of the reduction was in the other medicals, 1,301, and 
administrative, 869. The other special group were the 14 physicians, 
3 dentists, 61 nurses, and 2 dietitians who refused to go to another 
station. The law of Congress was applied. 

Mr. Sprincer. Madam Chairman. 

The Cuairman. The gentleman from Illinois. 

Mr. Sprincer. This $31,000,000 cut, was that applied to the Depart- 
ment of Medicine and Surgery alone? 

Admiral Boonr. Yes, sir, as a result of congressional action, we had 
a $40,000,000 cut for the Veterans’ Administration as a whole, and 
$31,000,000 was in the Department of Medicine and Surgery. 

Mr. Springer. This cut of 2,250 in personnel, they had to be re- 
moved ? 

Admiral Boonr. Yes, sir. 

Mr. Sprincer. When you appeared before the budget, what was 
their justification for the cut? 

Admiral Boonr. This cut was imposed by congressional action. 

Might I continue with the action we had to take as a result of the 
cut ¢ 

The CHARMAN. Yes. 

Admiral Boonr. I have stated (a) and (0). 

(c) Reduction of 385 beds in Federal contract hospitals to absorb 
$2,000,000 of the overall cut. 

(7) Reduction of more than $10 million or over 25 percent from 
the $40,000,000 requested for fee-basis medical and dental treatments. 

(e) Reduction of nearly $3,000,000, or 575 average employment in 
the regional office outpatient program, critically needed to handle 
by staff treatment in VA clinics the tremendous backlogs developing 
In outpatient medical and dental treatments—all service-connected— 
due to reductions in fee-basis funds. 

(f) Five percent or $500,000 reduction in funds for maintenance 
and repairs at hospitals which will require additional expense in the 
long run. 

(g) Ten percent or $350,000 reduction in funds for special services 
recreational and spiritual welfare items. 

(h) Reduction of $1,000,000 or 1214 percent of funds for medical 
consultant and attending services. We have to be very heavily sup- 
plemented by these part-time medical consultant people. 

(7) General decreases in depot inventories and fund availabilities 
for all other items of the medical and hospital program, amounting to 
nearly $7,000,000. 

So I think you can see from that how we spread this over throughout 
the program, but I might add it has been a very, very tough 6 or 7 
months. 

Mr. Srrincer. When you applied this spread, who instructed you 
to divide it up that way ? 

Admiral Boonr. Administratively, that is my responsibility after 
we are given the allocation from the budget officer of the Veterans’ 
Administration. How we distribute the cut is my responsibility ad- 
ministratively, and this seemed to be the equitable way and the least 
painful way, but it was a very severe pain. 

Mr. Ayres. Madam Chairman. 
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The Cuatrman. The gentleman from Ohio. 

Mr. Ayres. Who made the decision that the figure you gave would 
be applied to medical ? 

Admiral Boon. The $31,000,000 ? 

Mr. Ayres. Yes. Who made that decision ? 

Admiral Boonr. The budget officer of the Veterans’ Administra- 
tion. 

Mr. Bicetow. Proportionately, it was made that way. That was 
our cut proportionately. 

Mr. Sprincer. As I understood, you said Congress applied this 
$31 million cut to you. Did they? 

Mr. Bicetow. No. The $40 million cut was to the Veterans’ Ad- 
ministration, and the proportionate cut to us, to the Department of 
Medicine and Surgery, was $31 million. 

Mr. Sprincer. You mean they just divided it up proportionately, 
depending on how many dollars you got before? 

Mr. Bicetow. That is correct. 

Mr. Sprincer. It was my understanding that that was the thing 
the Congress did not want to be done. Am I right on that? 

Admiral Boonn. The only limitation was that there should be no 
reduction in the category of physicians, dentists, nurses, and dietitians. 

Mr. Ayres. When Congress made the cut, they had no authoriza- 
tion to indicate where the cuts were to be made. 

Admiral Boonr. After I got the cut, we had $31 million less, and 
I had to make the determination how I was going to make that 
distribution. 

Mr. Ayres. Who told you you had to reduce your budget $3 
million ¢ 

Admiral Boonr. That was what was given to us. 

Mr. Ayres. Who gave it to you? 

Admiral Boonr. The budget officer of the Veterans’ Administra- 
tion. 

Mr. Ayres. The story we all get in our mail is that there seems to 
be a feeling among the veterans that the cut was made where it would 
hurt most so there would be pressure to restore the cut. 

Admiral Boone. That is not a fair assumption. 

Mr. Sprincer. | do not think the spirit has been complied with. 
The conference report stated : 

Conferees have approved the full amount of the budget estimate for research, 
including work in connection with prosthetic appliances, and have further agreed 
that there should be no reduction in the number of doctors, dentists, nurses, 
and dietitians. 

I think the intention was that cut was not to be applied to the 
medical department. 

Mr. Treacur. It is just like giving Congress a certain amount and 
saying, “You will not apply the cut to Congressman, but to the staff.” 

Admiral Boone. C ongress stipulated not to interfere with research. 
If they had not done that, I would have made research take a pro- 
portion of the cut. Research is cut indirectly because we do not 
have the staff. 

Mr. Sprincer, I remember 3 or 4 years ago—I was not here, but 
I recall reading in the newspapers—the Veterans’ Administration was 
urged to take a cut where the reaction would be most serious. I think 
the conferees put this paragraph in the conference report to avoid 
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that being done again. It seems the budget officer has done the very 
thing this conference report did not intend to be done. 

I will say this: If this thing comes up this year, I am certainly 
going to call this to the attention of the owed. that this cut should 
not come from medicine and surgery. Here the Veterans’ Adminis- 
tration had a $40,000,000 cut, and over three-fourths of it came 
from you. 

Admiral Boonr. Mr. Baker, senior assistant to Mr. Moore, the 
budget officer of the Veterans’ Administration, I think, can clarify it. 

Mr. Baxer. The intent of Congress, to the full extent possible, was 
followed out. You say three-fourths of the cut was applied to medical. 
The request for medical was three-fourths of the amount requested. 
We did not cut research. We tried to follow any guide lines as to 
how Congress wanted us to apply those reductions. After we had 
taken care of every indication available to us, then the only course 
was to apply the reduction proportionately. 

The Cuamman. But you did cut the medical disproportionately ? 

Mr. Baxer. Not disproportionately. We cut it proportionately 
to meet the requirement of Congress. 

Mr. Sprincer. This is certainly something I do not believe Con- 
gress realized they were doing. The average fellow did not under- 
stand he was cutting $31,000,000 from the medical department. I 
think that is the last thing a Congressman wants. 

The Crarrman. May I interrupt a second? It is a quarter of 12. 
I think all members of the committee want to know how much the 
budget cut will affect the medical program in this supplemental 
appropriation. 

Mr. McNamara, can you answer that question? Mr. McNamara is 
a Massachusetts man. He should do well for us. 

Mr. McNamara. I wish I could do as well for them as you do, 
Madam Chairman. 

The Cuarrman. That is very gracious. 

Mr. McNamara. The Veterans’ Administration received a reduc- 
tion in the President’s budget of $40 million, and the Veterans’ Ad- 
ministration proposed to distribute that cut to the extent of $31 
million on the medical program. 

When the apportionment request was submitted to the Director of 
the Budget in the latter part of July, we approved the apportionment 
submitted by the Veterans’ Administration, including the amount 
that the Veterans’ Administration proposed for the medical program. 

In September the Administrator of the Veterans’ Administration 
submitted a request for reapportionment of the appropriation on a 
deticiency basis, and at that time estimated that he would require 
$16.7 million additional in order to be able to carry the program of the 
Veterans’ Administration as it was then being carried, which was at 
a level in excess of the program presented by the President in his 
budget to the Congress. 

The Director of the Budget advised the Administrator of the Vet- 
erans’ Administration he had no basis upon which to approve a defi- 
ciency apportionment, in the light of the legislative history of the 
appropriation for the medical program. Congress had made it clear 
that in reducing the President’s 1953 budget ‘request that it did not 
anticipate a deficiency. The House Appropriations Committee re- 
port specifically stated that the amount of the appropriation recom- 
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mended was intended to carry the patient load of 102,000 in Veterans’ 
Administration hospitals contemplated by the President’s budget 
request. 

1 would be glad to read from the section of the Antideficiency Act 
which stipulates the only conditions under which the Budget Director 
may permit an agency to anticipate a deficit, namely, where Congress 
made it clear that they would appropriate additional funds to cover 
the cost of legislation enacted subsequent to transmission of the budget 
to Congress or where an emergency faced the Federal Government 
involving the safety of human life, the protection of property, or the 
immediate welfare of individuals in certain cases where benefits are 
required to be paid by law. 

The Cuarrman. I understand there are some benefits in this appro- 
priation that are required by law to be paid. 

Mr. McNamara. Not in the medical program. This request for 
$16.7 million supplemental request was related only to the medical 
program. The Budget Director felt he had no basis on which to 
authorize the Veterans’ Administration to spends its funds at such a 
rate as to reflect a deficit. 

The Administrator appealed to the President direct. The Presi- 
dent advised the Administrator neither he nor the Budget Director 
had any choice under the law, and he felt the Veterans’ Administra- 
tion probably could operate within the funds made available to it by 
the Congress, and that such steps should be taken as seemed indicated 
to do that, and if later in the year it appeared a supplemental estimate 
was necessary, he would consider it. 

I might say at the time he appealed to the President, the Admin- 
istrator changed his estimate from $16.7 million to $23 million, with 
substantially the same justification as supported the $16.7 million. 

On November 28 the Administrator submitted another request— 
and this was the first time a formal supplemental appropriation esti- 
mate was submitted—for $6 million. This was substantially 21% 
months after his initial request for $16 million. 

At that time the Administrator stated this amount would be neces- 
sary to enable him to staff the new hospitals scheduled to be opened 
for the balance of the fiscal year. While he did not request an addi- 
tional $9 million, he stated that amount would be necessary to restore 
the level of employment in the old hospitals which he had curtailed 
through reduction in force between July 1 and November 4, which 
was in the neighborhood of 5,000 positions. 

But he only made a specific request for the $6 million. The $6 
million request was in effect approved by the Budget Director and the 
President, but was reduced from $6 million to $5 million only because 
between the time of submission of the estimate to the Budget Bureau 
and its subsequent transmission to Congress, another source of revenue 
had increased the VA’s available funds by $1 million. 

The House Appropriations Committee has recommended the full 
$5 million. 

Does that answer your question ? 

Admiral Boonr. Madam Chairman. 

The Cuarrman. Yes, Admiral Boone. 

Admiral Boone. I think it would be appropriate if Mr. Baker or 
Commander Bigelow spoke to the point of General Gray increasing 
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his request from $16 million to $23 million. There were very valid 
reasons for that. 

Mr. McNamara. I was not criticizing it. 

The Cuamman. It seems to me there was tremendous need, because 
you have men who cannot be hospitalized today in mental.and TB 
institutions. Some men have committed suicide before they could be 
hospitalized, and some have committed murder. 

Mr. Tracur. Admiral Boone, how much money do you think should 
be in this bill this afternoon so as to get the maximum benefit for 
veterans from the hospital beds you have ¢ 

Admiral Boonr. Mr. Congressman, I am obligated officially to sup- 
port the President’s budget. 

Mr. Tracur. I realize that, but I think we should have that infor- 
mation. 

Admiral Boone. I will have to say I stand by the President’s budget. 
If you ask the question could we use that differential, I could answer 
in the affirmative. 

Mr. Tracur. With $15 million could you get the maximum benefit 
for veterans from the hospit: al beds you have? 

Admiral Boonr. This $5 million provides for a situation that should 
not have occurred, I do not think, and it is not pleasant to bring it up. 

We are accused of overstaffing what we call the old hospitals, that 

s, those opened before January 1, 1952, which is not a valid accusation. 

The general fought like he 1] against firing trained personnel. 

Mr. McNamara. I can endorse that. 

Admiral Boonr. He fought like the devil, and he was fighting up 
until October. He said, “I have gone through one reduction in force. 
I will never go through a rif again and demoralize our people.” 

I do not remember the date when he came back from a conference 
and he said, “The roadblock is there and it cannot be lifted. We must 
try to live within funds available.” Then he said, “Get the dispatches 
out tonight or tomorrow. 

He was heartbroken about these people being thrown out of employ- 
ment. We knew new hospitals were coming in. We had to fire trained 
personnel, and now we have to come to Congress to man new hospitals, 
when we could have had personnel. 

Asa Navy man, I liken it to this: Many times a ship is going to come 
into commission, is being built. Crews are assembled to man it. Due 
to strikes or one thing or another, the ship is not ready on time. They 
do not fire the crews. They assign them elsewhere until commis- 
sioning time. 

But we were required to fire trained people, demoralize the force, 
and now we are before the Congress asking for money to go out and 
recruit new, untrained people to staff these new hospitals. 

Mr. Apatr. Madam Chairman. 

The Cuarrman. The gentleman from Indiana. 

Mr. Aparr. If additional funds were granted, could you get the 
people ¢ 

Admiral Boonr. The new hospitals are located in urban areas, and 
we have the benefit of part-time professional people. We may not 
get full-time people, but we can get part-time people in these places, 
plus the ancillary groups. Of course, we are in competition in many 
areas with new war industries, but this $5 million does only three 
things: 
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(1) It gives us personnel for new hospitals until July 1, 1953. 

(2) It ‘gives us more money, which is right and just, A medical 
consultant and attending services. Faculties and medical schools are 
dependent on that. 

(3) It gives us travel funds to move personnel from one station to 
another; and for supervisory assistance. 

Under the supplemental we cannot raise the level or ceiling of the 
old hospital staffs, and for that reason we cannot open beds and wards 
in old hospitals. 

There is no relief for hometown care. There is a backlog of pend- 
ing cases that requires millions in funds. These cases are all service 
connected. Delay means that the pathology is getting worse; and 
with the rising cost of living implies higher cost of treatment. To 
dispose of this backlog you w rill either have to appropriate many mil- 
lions, or Congress w ill have to default on their commitment to veterans 
with service-connected conditions. 

Mr. Frno. Madam Chairman. 

The Cuarrman. The gentleman from New York. 

Mr. Fino. As a result of this $31 million slash in veterans’ funds, 
all the veterans’ organizations in New York City have made certain 
charges, and I would like to ask these questions: 

Is it true that hospital wards are now operating in some cases at 50 
percent capacity ¢ 

Admiral Boone. I think you refer to the Bronx? 

Mr. Fino. Yes. 

Admiral Boonr. We checked up the other day. It is not as bad as 
it was a few months ago. By overworking the physicians and nurses 
they have been able to improve some services, but they cannot keep it 
up. But we have many hospitals, sadly, that have had to close their 
neuropsychiatric wards completely. 

Mr. Fino. They further charge that as a result of this slash expensive 
equipment lies idle because of lack of personnel to operate it. 

Admiral Boonr. That is true. Four days ago I was told that had 
been corrected. They wanted to render the maximum service, and 
they have resumed use of some of that equipment. Both equipment 
and laboratories have been put back in use. 

Mr. Fino. Would you say as a result of this slash there has been an 
increase in case load ? 

Admiral Boonr. Why, yes. 

Mr. Fino. There is no question about thiat ? 

Adiniral Boonr. There is no question about that. We are building 
up waiting lists, like the home care program, which has been hit ter- 

ribly, and it is growing. It is a thing you feel very seriously, because 
every home-town program applies to the service connected. 

Mr. Frxo. Thank you. 

The Cuamman. Every veterans’ organization in the country is ask- 
ing for this money and fighting for it. Commander White, of Massa- 
chusetts, and Mr. Bee kely, of the American Legion, are here; repre- 
sentatives of the Veterans of Foreign Wars are here. 

Admiral Boone. I am very firm in my conviction that we need more 
money to raise our ceilings in the older hospitals so that we can open 
up beds. 

Mr. Gentry. Madam Chairman. 

The Cuatrrman. The gentleman from Texas, Mr. Gentry. 
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Mr. Gentry. The testimony is that approximately 65 percent of 
these patients are nonservice connected; is that correct ? 

Admiral Boone. Yes. 

Mr. Gentry. Applying that percentage to the 98,000 in hospitals, 
there are over 60,000 non-service-connected patients in VA hospitals? 

Admiral Boonr. That is correct. 

Mr. Gentry. Now, you tell us there are about 21,000 non-service- 
connected cases on the waiting list ? 

Admiral Boonr. That is right. 

Mr. Gentry. The testimony is that the average stay of a GMS pa- 
tient in a VA hospital is 30 days. I want to ask you a very practical 
question. These 21,000, when might they reasonably expect to get into 
the hospital ? 

Admiral Boonr. May I defer to a mathematician ? 

Mr. Gentry. They stay an average of 30 days. You have 21,000 
on the waiting list. I am getting inquiries from people on that list. 
When may they expect to get in? When will the 21,000 get in the 
hospital ? 

Mr. Rosen. The average length of stay of 30 days is for general 
medical and surgical cases. On the waiting list the last month end 
there were about 6,000 patients in that category. 

Generally speaking, unless the patient has requested himself that 
his admission be deferred, most of those patients who will be waiting 
next month will be different patients. 

When it comes to tubercular or neuropsychiatric patients, it is a 
different proposition. 

Mr. Gentry. You mean in 30 days G. M. and S. patients should get 
in? 

Mr. Rosen. Yes. 

Mr. Gentry. What about the other types? 

Mr. Rosen. The neuropsychiatric cases 

Mr. Gentry. That is the NP? 

Mr. Rosen. Yes. 

Mr. Gentry. When should they get in? 

Mr. Rosen. Many of these persons, some of whom are being hos- 
pitalized in the meantime but not under our auspices, cannot be ad- 
mitted for perhaps 5 years. 

Mr. Gentry. What about the other classifications ? 

Mr. Rosen. Tuberculosis cases will take much longer than the G. M. 
and S. 

Mr. Gentry. I do not understand your percentages there. 

Admiral Boonr. Talking about 30 days, 46 percent are in hospitals 
over 2 years. 

Mr. Gentry. That does not counteract your testimony that the 
average of G. M. and S. patients is 30 days, so there should be an 
awful turnover. 

Mr. Frevincuuys—en. Madam Chairman. 

The Cuairman. The gentleman from New Jersey. 

Mr. Frevincnuysen. I am sure we are all concerned with the quality 
of care and the morale question the Veterans’ Administration faces. I 
would like to ask to what extent you feel there has been a deterioration 
in service, quality of care, and morale as a result of the failure of the 
Veterans’ Administration to understand the legislators’ position as to 
where the cut should be applied, and to what extent it results from 
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fiscal experts in the Department, and to what extent it is correctable? 

As I understand from Mr. McNamara, there is no current problem 
that is not going to be met as a result of requests from the Veterans’ 
Administration. That $5 million coming up this afternoon will take 
care of it? 

Admiral Boonr. Do I understi und your interpretation of Mr. Me- 
Namara’s statement to be that $5 million will take care of our prob- 
lems in dollars and cents ¢ 

Mr. FrevincHuysen. There has been no attempt to present anything 
else this morning to this committee. What I would like you to do is 
to comment on the extent to which you think the quality of care and the 
morale factor have been affected by decisions of fiscal experts in the 
Bureau of the Budget, and to what extent you think they have been 
affected by legislative processes. 

Admiral Boonr. Mr. Congressman, I outlined the three things this 
$5 million would take care of, and what it will not correct. 

As far as morale, morale has been very sadly hit by the reduction 
in funds for 1953. In the military, you fight on morale. You practice 
medicine largely on morale. As to quality, General Gray and I have 
stood firm that we would, with these cuts, do everything to meet them 
by a quantitative reduction; we would not stand for qualitative reduc- 
tion or dilution. But the program has been so severely hit that we 
have had quality dilution. 

Mr. FreLINGHUYSEN. Was it your impression that it was the in- 
tent of Congress to in no way affect the quality of medical care of the 
Veterans’ Ac lministration, and it so specified last year? 

Admiral Boone. I certainly hope there is no intent, but I could not 
project and answer otherwise. 

Mr. Fretincuuysen. Where do you think the problem lies? Who 
is to blame? 

Admiral Boonr. Well, frankly, I do not think there is a full reali- 

zation of our problem on the part of the Bureau of the Budget. 

Mr. FrettIncuuysen. Would you care to expand on that? 

Admiral Boonr. It is very difficult. Our relations are very pleas- 
ant personally. I appreciate as much as anybody that the Bureau of 
the Budget has a tremendous responsibility and a most difficult job 
and an unpleasant job. But I do not think that the Bureau of the 
Budget, not having physicians—I am talking about the hospital sec- 
tion—can effectiv ely project themselves into our administrative proc- 
esses in the department of medicine and surgery. It determines our 
ceilings; it determines the ratio of personnel to beds; it determines 
questions of modernization of facilities to meet requirements. I think 
in those elements there is not proper understanding. 

I think with my years of experience I should know something about 
medicine; and since somebody had the temerity to bring me into this 
job, I feel that my judgment on those questions should bear weight. 
It does with the Administrator. And when we have construction 
problems, the chief engineer and I work out the requirements for con- 
version of a hospital, and then later when these plans are pulled apart, 
that is, I think, poor understanding, and it certainly is frustrating, and 
I think it interferes very much with the execution of our responsi- 
bility. 


30158—53——_3 
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Mr. Frevincuuysen. You are not suggesting that the watchdog 
function of the Bureau of the Budget is not good ¢ 

Admiral Boone. No, indeed. 

Mr. Frevincuvuysen. And the apportionment of the $40 million 
cut was made by the budget officer of the Veterans’ Administration, 
then submitted to the Bureau of the Budget ? 

Admiral Boonr. Yes; but, as you know, we get our funds quar- 
terly, and the Director of the Budget can impound or withhold them. 

Mr. Frevincnuysen. That is not the reason you made the alloca- 
tion as you did? : 

Admiral Boonr. No; it was in the process of meeting our re- 
quirements. 

Mr. Frevrncuuysen. You can hardly blame the Bureau of the 
Budget for the specific things that were done with the cut 

Admiral Boonr. I have no knowledge that the Bureau of the 
Budget had anything to do with the amount cut. 

Mr. Frevincuuysen. Or where it was cut! 

Admiral Boone. No. 

Mr. Frevinguuysen. Are you blaming Congress ‘ 

Admiral Boone. I am on the receiving end. 

The Cuarman. I am afraid we will have to go over to the House. 

As I understand, Mr. McNamara, because this is a deficiency bill, 
you cannot recommend any increase unless you feel there is a great 
emergency £ 

Mr. McNamara. That is right. The Antideficiency Act is very 
specific, and in the opinion of the former President and Director of 
the Budget, there was no basis for authorizing the Veterans’ Admin- 
istration to incur a deficiency. 

The Cuareman. I do not know what direction you have from the 
White House. 

Mr. Tracur. Might I suggest, Mr. McNamara has not had ample 
opportunity this morning to express the viewpoint of the Bureau of 
the Budget, and I think it would be helpful to have both Mr. McNa- 
mara and Admiral Boone back again. 

The Cuairman. Let us set tomorrow morning for a hearing. I 
think it is important for us to get on with our work. , 

Mr. Lone. Madam Chairman. 

The CuatrmMan. The gentleman from Louisiana. 

Mr. Lone. The gentleman from Texas raised a question as to when 
we can expect the turnover will take place in the hospitals, in view 
of the fact they say these patients are 30-day patients. I would like 
tomorrow for them to answer the question the gentleman from Texas 
asked, when the turnover will take place. It strikes me they ought to 
be able to answer that. 

The Cuatrman. I would like to say to the gentleman from Louisi- 
ana, medicine is not an exact science. 

Mr. Lone. I understand. 

Admiral Boonr. I would like to emphasize that 30 days applies to 
general medical and surgical only. 

Mr. Lone. I understand that. But if those patients only stay an 
average of 30 days, they will turn over every so often. This is not a 
new thing to me. 

The Cramman. I know. 

Mr. Lone. I would like to know the answer to the question. 
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The Cuamman. You will be here tomorrow, Admiral Boone / 
Admiral Boone. We will five a breakdown on that tomorrow. 
The CHatrman. Mr. McNamara, will you be here? 

Mr. McNamara. Yes. 

The Cuairman. At 10 o'clock. It is very important. We will 
stand adjourned. 

Mr. Byrne. May I ask one question, Madam Chairman ? 

The CuHairmMan. Yes. 

Mr. Byrne. Admiral Boone, you know the hospital situation in 
Philadelphia. In 1950 there were 775 beds; 163 were taken care of 
at the naval hospital and 184 at 34th and University Avenue. The 
new hospital will take care of 488 patients. I understand one ward 
will take care of 75 beds for TB patients. 

Admiral Boone. I think it is 40 for TB. 

Mr. Byrne. In the Philadelphia area there are 500,000 veterans, 
and these beds are supposed to take care of those people. 

Ed Linsky sent me a telegram quoting from the report of the 
Subcommittee on Appropriations as follows: 

The bill contains $10 million for administration, medical, hospital, and 
domiciliary services, which is a reduction of $8,960,000 in the budget estimate. 
The committee has allowed the full amount of the estimate of $5 million for 
operating expenses in connection with hospitals. In connection with this part 
of the estimate the committee specifically directs that the Administrator of 
Veterans’ Affairs take such immediate steps as may be essential to furnish 
adequate hospitalization for needy veterans in the Philadelphia area. 

As far as the patients in the naval hospital are concerned, what does 
that mean? 

Admiral Boonr. We had 400 beds in the naval hospital on a re- 
imbursable basis. The President’s budget contained sufficient funds 
to permit a daily average patient load of 200 through the fiscal year 
1953. We started, with the coming in of the new VA hospital, to 
supply that requirement. We are in the middle of that now. We 
have run an average of 316, a daily average, up until the last day or 
two. So we have been over that 200. 

We had to start the phaseout of beds in the naval hospitals earlier 
than anticipated. With our budget cut we had to expedite the phase- 
out. So it is to be effected between April 1 and May 1 rather than 
June 30. You have to do it on a gradual basis. 

Mr. Byrne. That leaves us with 325 beds to take care of 500,000 
veterans. In other words, we have been shortchanged in the Phila- 
delphia area. 

Admiral Boonr. General Gray testified before the Appropriations 
Subcommittee the other day that he would like to have 250 beds in the 
Philadelphia Naval Hospital. He could not foresee that the beds we 
have would meet the Philadelphia area requirements. We have other 
hospitals at Wilkes-Barre, Wilmington, and so forth, but the vet- 
erans of that great area feel they need more than we can provide, 
and General Gray subscribes to the belief it would be desirable to 
have 250 beds retained in the Philadelphia Naval Hospital. 

Mr. Bonrn. Admiral Boone, is it not a fact that when the Phila- 
delphia Naval Hospital was built there was a contractual agreement 
that there would always be a certain number of beds provided for 
veterans ¢ 
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Admiral Boonr. Yes. I can answer that not from hearsay but 
from personal scqudintadseihin with it. It was in the period during 
which I was in Washington in an official position that the Director 
of the Bureau of the Budget finally, after a lot of discussion, agreed 
to recommending money for the Philadelphia Naval Hospital. Con- 
gressman Darrow of Philadelphia was chairman of the Ways and 
Means Committee. I sat in on these deliberations, and it was under- 
stood this hospital would be built for the Navy, but with the stipula- 
tion it would be shared by the Navy with veterans. And it has been 
so, as I understand it, up to the present. 

In addition, the Navy has operated for veterans a very excellent 
outpatient clinic. With the elimination of hospital beds or inpatient 
care, the Navy has informed me they will have to discontinue the 
operation of the outpatient clinic. The clinic has a relationship to 
and is predicated on inpatient care. That outpatient care, I might 
say, has been very reasonable in the way of cost, and we could not 
duplicate it, I do not believe. 

Mr. Bontn. Therefore it is a fact that the veterans in that area 
are being short-changed? Is that not a fact? 

Mr. Byrne. Of course it is. 

Admiral Boonz. I am a Pennsylvanian. I was educated in medi- 
cine in Philadelphia. I have a great relationship to it. I have been 
Inspector General of the Medical Department of the Navy, and over 
the years I have had acquaintanceship with the situation in the 
Philadephia area. And I say now I do not believe the beds we have 
in the VA hospital will meet the requirements of the veterans in the 
Philadelphia area. 

Mr. Byrne. I want to tell you how I and the veterans in the Phila- 
dephia area feel about Dr. Diodati. He is wonderful. No matter 
what hour of day or night a veteran needs him, he is always available. 

Admiral Boone. He is an institution within an institution. 

Mr. Byrne. That is right. He is a sterling character. 

Admiral Boonr. If you should lose the supervision of Dr. Diodati, 
it would be a great loss. 

The een at 12:30 p. m., an adjournment was taken until Thurs- 


day, February 19, 1{ 953, at 10 a. m.) 
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THURSDAY, FEBRUARY 19, 1953 


Houser or REepresENTATIVES, 
CoMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D.C. 

The committee met, pursuant to call, at 10:30 a. m. in room 356, 
Old House Office Building, Hon. Edith Nourse Rogers, chairman, 
presiding. 

The Cuarrman. The committee will come to order. 

We will proceed with Admiral Boone. 


STATEMENT OF ADM. JOEL T. BOONE, CHIEF MEDICAL DIRECTOR, 
DEPARTMENT OF MEDICINE AND SURGERY, VETERANS’ ADMIN- 
ISTRATION 


Admiral Boonr. Madam Chairman and gentlemen of the commit- 
tee, if I may have your permission, I would like to first, this morning, 
try to clarify some points of yesterday and also touch upon some ques- 
tions which were asked of General Gray and me 2 weeks ago and which 
were put off for me to answer on this appearance. 

The Cuatrman. I understand you had rather not be interrupted 
until you have made your st atement. 

Admiral Boonr. Yes; I think it will facilitate things, help the 
committee and probably save some questions. 

The Cuatrman. All right, you may proceed. 

Admiral Boonr. First, I would like to, because this is both personal 
and official, clarify a situation in that someone reporting in the room 
2 weeks ago, later quoted in one of the Washington medical papers, 
that Admiral Boone stated there was “not much difference” between 
non-service- and service-connected disability. 

What I said was, according to the record : 

I am now in the position of seeing the backwash of war. I wish the critics 
would go through the hospitals with me and see what I see. I do not think there 
would be so much debate about some of the little things relating to service and 
nonservice— 
which is certainly contrary to saying “I do not see that there is much 
difference between service and nonservice.” 

I desire to have that clarified, because I asked to have it corrected 
and my request was refused by the editor. 

Another item which I would like to place on the record, if I may, 
because of questions raised yesterday about the reduction in force, 
when I was explaining that we complied absolutely with the injunc- 
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tions of Congress: that we did not discharge physicians, dentists, 
nurses, and dietitians, and t then I gave the other categories and the 
numbers that were discharged. I would like to insert into the record 
the directive from the Administrator of Veterans’ Affairs, when, as 
Mr. McNamara testified yesterday, it was definitely explained by 
letter, after several letters and conferences between the Administrator, 
the Director of the Budget, and the President of the United States. 
that there was no immediate relief for this budget cut, that we should 
try to live within it. but if we could not, when Congress came back 
in session, we would have to ask for relief and then by supplemental 
funds it would be supported. 3 

This is | indicating | a TWX sent to the field by the Administ rator, 
advising them how to approach this cut in relation to the reduction 
in force. In that letter it states that they shall not dismiss, or apply it 
to, physicians, dentists, nurses, and dietitians. 

And, I would like to have a followup letter placed i in the record 
from the Administrator which gives in some detail the reduction in 
force limitations. 

The — al steps exce pt for the physic lt wns, de sntists, nurses, and 
dietitians were assigned to the manager for determination of cate- 
gories of ieeitidees 

If I may insert those in the record, I would like that permission. 

The CrarrmMan. Without objection it is so ordered. 

(The documents referred to are as follows:) 


relegram ] 
VETERANS’ ADMINISTRATION, 
September 30, 1952 
Your revised full-time equivalent ceiling is established at under pro- 
gram 8400 and under program 8500 effective October 5, 1952. The program 
$400 total covers personnel previously charged to program 8620 : as Well as a total 
of full time equivalent covering celta’ previously authorized for special 


and trainee programs. A detailed breakdown of the limitations for special and 
trainee programs will be forwarded by separate letter. 

(1) Managers will be responsible for determining where reductions in per- 
sonnel will be made and for distributing such reductions so that proper balance 
is maintained between low and high bracketed employees and will insure that 
personne! officers are notified not later than Thursday, October 2, 1952, which 


positions are to be eliminated. Personnel officers will be required to have re- 
ductions-in-force notices delivered to affected employees not later than Sunday, 
October 5, 1952, so that they will have received full 30-day notice on active duty 


by November 4, close of business 

(2) The Commission's retention preference regulations and current VA di- 
rectives on the conduct of ent in force will be complied with. In the 
case of reductions in competitive service positions, the monthly report of criti- 
cal vacancies will be bn sae to the attention of the employees concerned. 

(3) Vocational advisement employees now carried under program 8400 who 
were formerly charged to program 5000 will not be issued notices of separation 
pending receipt of specific instructions regarding the vocational-counseling serv- 
ice which will follow. 

(4) Any physician, dentist, nurse, or dietitian who is made surplus as a result 
of this action will be reported to the Chief Medical Director not later than Mon- 
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day, October 6, 1952, indicating name, grade, specialty, and location preference in 
order that they may be made offers of transfers to other VA installations. No 
reduction-in-force notices will be issued to such personnel. 

(5) Report of reduction in force (RCS 5E-2) where reductions are to be made 
will be furnished to the Assistant Administrator for Personnel within 5 days 
following issuance of any reduction-in-force notices. 

Ceiling authorized herein may be exceeded for the period October 6, 1952, 
through November 4, 1952, in order to carry out reduction-in-force procedures and 
to retain physicians, dentists, nurses, and dietitians pending placement. 10 

H. V. SrTirLine 


VETERANS’ ADMINISTRATION, 
OFFICE OF THE ADMINISTRATOR OF VETERANS’ AFFAIRS, 
Washington 25, D. C., October 10, 1952. 
To: All hospitals, centers with hospitals, and domiciliaries. 

DEAR Siz: Reference is made to my teletype dated September 30, 1952, which 
established your revised full-time equivalent ceiling at under program 8400 and 
under program 8500. The program 8400 total covers ceiling previously au- 
thorized under program 8620, and includes ceiling for special and trainee pro- 
grams. Subsidiary limitations for special and trainee programs have been estab- 
lished within the overall total, as indicated on the attached breakdown, Any 
necessary adjustments may be made between subprograms and between full-time 
and part-time employment, provided the totals for program 8400 and program 
8500 are not exceeded. 

Ceiling previously authorized under program 8200 (research) is continued at 
the existing level as indicated, and is in addition to the revised ceiling for pro- 
grams 8400 and 8500 authorized herein. 

The limitations for special and trainee programs represent the maximum num- 
ber of positions which may be used for each subprogram. Any increase in the 
special or trainee limitations must receive prior authorization of the Chief Medi- 
cal Director. In the event that any of these limitations, other than the Personnel 
Division limitation, remain unused for the purpose for which allocated and are 
required elsewhere in the overall program, they will be withdrawn. Where 
managers determine that the Personnel Division limitation is in excess to actual 
needs, the excess ceiling may be used in any activity which is not subject to 
special or trainee-ceiling limitations, as will contribute to the most effective 
operation of the station as a whole. 

The vocational counseling service has been added to the special limitations at 
certain stations. The ceiling authorized for this purpose covers vocational ad- 
visement employees previously carried under the regular program 8400 ceiling. 
Detailed information is being furnished in an all-station letter regarding the 
transition to be made from the vocational advisory program as it is presently 
constituted to the vocational counseling service as authorized by change 128 to 
MEC—4. At stations now having vocational advisement personnel for which no 
special limitation is authorized for the vocational counseling service, the voca- 
tional advisement program may be continued as an interim measure, provided 
that this can be done within the revised program 8400 ceiling established by my 
teletype September 30, 1952. 

Two new training categories have been added, to provide for personnel tech- 
nician trainees and engineer officer trainees at selected stations. A training 
program for the vocational counseling service will be established in the near 
future, and ceiling will be authorized subsequently for this purpose at the stations 
selected for this training program. 

This letter will be considered as a reply to any requests for ceiling or inquiries 
regarding your ceiling to which you have not received a specific reply. 

Sincerely yours, 
H. V. STIRtine, 
Deputy Administrator. 
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Revised ceiling, program 8000 


ic tte 8200 mye 8400 | Program 8500 


Total full-time equivalent__......... a lia aan - tunilulinisinielinsasie elites libdipieindiimaliie il dinate 


Maximum limitations for special and training programs (included in program 
8400 total shown above) : 





| Total full- ae ie | Full-time 
Special programs time Training programs Positions! equiv- 

equivalent | alent 
attain telarecamdrieiaiamiieataiteeianmntanth nected imnatpasninepungies: * sient | 
Brace shop cate Liat G. M.8~T. B; residents...-.....-|------ hei re 
Plastic artificial eye labor story : | Psychiatry residents : a Ly ae 
Central dental laboratory ___._____-| Neurology residents a hth ein ‘ 
Aphasia clinic..............-. a - — | ———__—— 
Audiology unit_............-- oom Total resident physicians pi bivasle Tomah occiy 
Reference laboratory Resident dentists peewenn|esseenns se ee ee 
Medical illustration laboratory Interns (medical) - ol $] Faw eenice dpees teedue 
Blind rehabilitation unit_- Interns (dental) _.- 
Medical record library ; Orthopedic mechanic trainees 
Vocational counseling service : Student occupational therapists 
Personne! division |. Social worker trainees-- sie~ é 
ste ‘ ae ‘ ; ‘ Student dietitians | 
iain ‘ . Pharmacy trainees ee nee 
° Hospital administration residents _|_- Ag. st oe 
é | Personnel trainees bok =s sane pales oteaebeipabs<- 
- a | Engineer officer trainees | 
- . | ae 

Total special programs_______| Total training programs__-.|.-.---..-- liwed 


Admiral Boone. In that connection, I found the other day that 
another committee seemed to have difficulty in realizing that you 
vannot operate a hospital with just physicians, dantiatn nurses, and 
dietitians. You must have a balanced staff, including the cooks, the 
bakers and the candlestick makers; the people who he: at the plant and 
run the plant—to buy the food and pay the bills. 

I would like very much, if you would permit Mr. Baker, who is the 
assistant to Mr. Moore, the budget officer of the Veterans’ Administra- 
tion, to explain the reference made by Mr. McNamara yesterday con- 
cerning our request for $16 million and, later $23 million. 

Mr. Baxer. Madam Chairman and gentlemen, at the time we asked 
the Bureau of the Budget to approve the apportionment of the ap- 
propriation, granted by Congress, on a deficiency basis, indicating 
the need for $16,700,000 additional before the end of the year, we 
were covering the most essential requirements that we could foresee 
at that time in relation to staffing new hospitals which would come 
in during the year and requiring activation and staffs. However, 
subseque ntly upon a review of the entire situation, it became apparent 
in order to properly operate the existing hospitals, that we would also 
have to increase the funds over those that were then available in order 
to avoid to the fullest extent possible, any reduction in force and 
that was why we increased the estimate from $16.7 million to $23 
million, which was, as has been stated, disallowed at that time by the 
President. 

I would be glad to answer any further questions, if you have any. 

Admiral Boonr. Toward the end of the meeting yesterd: ry, Madam 
Chairman, I think you had withdrawn to go to the floor, other com- 
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mittee members raised questions about Philadelphia, the veterans’ 
population load and the hospitalization requirements. 

I answered their questions, I hope, to their satisfaction, but I would 
like to extend my remarks on the subject, because there has been a 
great deal of discussion about Philadelphia and the matter of the 
veterans there. 

Originally, the Veterans’ Administration planned a thousand-bed 
hospital at Philadelphia but when the President ordered the 16,000- 
bed cutback, I understaicd from my predecessor that he had just a few 
hours within which to make an election as to which hospitals could 
be eliminated and which could be reduced in size. He very kindly 
came to give me Christmas greetings before Christmas and he said 
he made a cut in Philadelphia and changed it from 1,000 to 500 beds. 
It is our feeling that under the present situation VA facilities will 
not be adequate for that great metropolitan area. However, General 
Gray has testified before a subcommittee of the Appropriations Com- 
mittee concerning this subject, and his comments appear in the hear- 
ings of that committee. 

If I may, Madam Chairman and gentlemen, I would like to ask Dr. 
Tompkins, who is head of our neuropsychiatric staff, and one of the 
most informed men in the United States on the subject, to give a 
very brief presentation on our situation, both as to that problem and 
as it relates to patients. 

I know Mr. Gentry is very much interested in that subject because 
the other day at a hearing before a State delegation they did not seem 
to be able to accept the fact that we are short in neuropsychiatric 
staffs in this country, and mental illnesses constitute a big load and 
the curve is going up very fast. 

With your permission, I would like for Dr. Tompkins to make his 
presentation. 

The Cuamrman. We would be very glad to hear Dr. Tompkins. 


STATEMENT OF DR. HARVEY TOMPKINS 


Dr. Tomextns. Madam Chairman and members of the committee, 
I do not think I should belabor the point that we have difficulties in 
treating psychiatric illnesses in our local communities, or States or 
through federally sponsored programs including the Veterans’ 
Administration. 

I think this was very well brought out by a report from the Council 
of State governments, which was issued a couple of years ago, in which 
they indicated the shortage of beds and the shortage of personnel 
throughout the country. 

I am reminded of their comment in regard to the fact that they 
were 300,000 beds short for current needs. It was an excellent re- 
port, and as many of you know, the governors have asked for a sur- 
vey of the training and research facilities that are available in the 
country at the present time with the hope of developing some pro- 
ceedures to combat this dearth of personnel and facilities for the 
psychiatric patient and particularly the psychotic patient. 

With your permission, I would like to shorten my statement by 
staying particularly on the subject of the psychotic, which is our 
most pressing problem in the Veterans’ Administration, as well, as I 
indicated, in the country as a whole. 
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Most of our psychiatric hospitals now carry, perhaps, a 96-percent 
load, almost all of them psychotic patients. 

In the 35 phychiatric hospitals we have at the present time, there 
are about 42,000 beds for psychotic patients. We have in the neighbor- 
hood of 1,900 not available primarily because of personnel shortages. 
As you may know, we also have psychiatric and neurological services 
in our general hospitals. We have approximately, at the present 
time, 2,000 unoccupied P. and N. beds in these hospitals because of staff 
shortages. 

Now, it is known, because of the scarcity of mental health personnel, 
that we cannot expect to recruit all the people we need. However, it 
is true that at present there are mental health personnel available 
whom we could recruit, but cannot because of lack of funds. 

I have been asked recently by individuals outside the Veterans’ 
Administration with varied interests in our program as to whether we 
are deteriorating. What they were asking me was whether there are 
any horrible examples of areas of deterioration. I could not give 
them, in all honesty, any examples as yet. As to what the future will 
bring, it will depend upon our recruitment of personnel. 

Right now in our existing NP hospitals we need 1,600 more people. 
I do not mean 1,600 psychiatrists or social workers, I mean all the 
people that go to make up a trained team for the psychiatric, and 
particularly the psychotic patient, if we are going to continue the 
level of care which we are trying to maintain at the present time. 

Mr. Ayres. Is that for those cases which are determined to be 
service-connected ? 

Dr. Tompkins. No, sir; service-connected and nonservice-connected ; 
those patients that are in our hospitals at the present time. 

Until recently, we were admitting approximately 1 service-connected 
to 1 nonservice-connected. However, as time goes on, we are in- 
creasingly limiting our nonservice-connected patients as far as ad- 
missions are concerned. Now it is rare that a nonservice-connected 
patient is admitted to our psychiatric hospitals, unless he is a dire 
emergency, and the communities just cannot take care of the situation. 

The CHarrmMan. Practically all of your Korean patients are service- 
connected, is that not true? 

Dr. Tompkins. Yes, that would be at this particular time. 

The Cuatrman. And you have an ever-increasing load there? 

Dr. Tompkins. That is right. And, of course, Madam Chairman, 
our service-connected load is increasing because of laws that have been 
passed recently by Congress, and I understand there is another bill 
which would increase presumption for service connection to 3 years 
following service and which would, of course, increase our service- 
connected load. 

The admiral spoke of our steadily rising waiting list. That list is a 
nonservice-connected waiting list—that is the individuals on that 
list have not been adjudicated as service-connected. 

Now, you heard yesterday that there were in all categories 21,000, 
plus—I do not know the exact figure on our waiting list. Of that 
21,000 plus, 13,500 are psychiatric and neurological or neuropsy- 
chiatric and of that 13,500, 10,000 are psychotics. Now, that doesn’t 
mean that 10,000 psychotic veterans are roaming the streets. We have 
reason to believe that about 8,500 are now in hospitals which are not. 
sustained by the Veterans’ Administration. 
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We have calculated with ap )proxin iate ly 20 million veterans now liv- 
ing, that for the next 20 years a conservative estimate would indicate 
that we would have about 23,000 new physchotics per year. 

I do not mean they would be service-connected ; I mean veterans who 
are psychotic. If we stopped now with our veteran load—lI! am not 
considering the additional veterans that will be added year by year— 
we are tremendously short. 

Mr. Ayres. Do you have any figures to show the percentage of 
psycho cases in comparison to those that are veterans Bt those who 
have never served ¢ 

Dr. Tompkins. No, sir, except—— 

Mr. Ayres (interposing). On a nonservice-connected basis. What 
I am trying to get at is, Do we have any justification to say that even 
though at the present time the case is not service-connec ‘ted, that the 
percentage of those who have served is inclined to be higher than 
those who have not ? 

Dr. Tompkins. Do you mean in the civilian population ¢ 

Mr. Ayres. Yes. 

Dr Tompxins. No. My calculation of 23,000 was predicated on the 
civilian incidence in the particular age groups that we have in our 
veteran population. Does that answer your question ‘ 

When I said 23,000 in a 20-million veteran population, I could just 
as well have said 23,000 in a nonveteran population in the same age 
groups. 

Mr. Secrest. You make no distinction / 

Dr. Tompxins. I did not make any statistical distinction. I am 
speaking of the incidence after the veteran comes back into the 
community. 

Mr. Ayres. The testimony yesterday was that you had 7,500 doctors 
you had trained to care for the psycho cases, is that right? 

Dr. Tompxins. There are 7,500 individuals in the United States 
that are practicing psychiatry, of whom 4,500 are certified as spe- 
cialists. 

Mr. Ayres. And you have 676 that are assigned to VA hospitals? 

Dr. Tomrxtns. That is true if we consider all physicians in all 
specialties assigned to psychiatric hospitals. 

I would like to make this statement that the number of physicians 
who are practicing psychiatry in the Veterans’ Administration 
amounts at the present time to about 754 full-time men. This includes 
both hospitals and clinics. 

Mr. Ayres. Now, in order to pick up this 13,000 additional cases 
that you could possibly have, how many trained men in the same 
category that you have just listed would you need ? 

Dr. Tompkins. We would need double that amount. 

Mr. Ayres. In other words, you would need about just double what 
you have at the present time? 

Dr. Tomrxins. Yes, sir. This is predicated not only on the fact that 
that number of cases will require additional psychiatrists, but also 
the fact that we do not have enough psychiatrists at the present time 
for our present load. 

Mr. Ayres. What is being done to increase that number? Is that 
not the crux of your problem? That you do not have the trained 
personnel to care for those cases? 
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Dr. Tompxrns. That is right, and we are doing something about it. 
We are and the whole country is doing something about it. The 
Congress has done something about it in the enactment of the National 
Mental Health Act, and the States are going to do something more 
about it as soon as they get this report on research and education) 
from the Council of State Governments. We in the Veterans’ Admin- 
istration are definitely doing something about it. We do have a train- 
ing program for all mental health personnel and particularly our 
psychiatrists, and at the present time we are training about 20 per- 
cent of the psychiatrists that are being graduated each year through- 
out the country. Previously, it was a little larger, but because of 
certain upheavals, particularly from the standpoint of funds, candi- 
dates are veering away from our residency programs. 

We are developing other approaches to the problem of training 
psychiatrists. We have recently developed what is called the career 
training program, somewhat similar to the armed services career 
training programs: A physician needing to be trained in psychiatry 
is given a staff position, and then given 3 years of formal training 
plus 2 years of experience, which are the required years to train 
psychiatrists. 

Those 3 years of training will be in our regular residency training 
hospitals and the 2 years of experience in so-called isolated VA hos- 
pitals where we are in dire need of psychiatrists. 

This is another way of approaching that problem of increasing the 
number of psychiatrists through training and thereby increasing the 
number graduating throughout the country. That is our contribution. 

However, at the present time the budget officers tell me that this 
program is being limited because of fund shortages. 

The CHarrman. Doctor, will you explain for the record the dif- 
ference between the psychotic and the neuropsychiatric cases? I think 
we would like to have it go into the record. 

Dr. Tomrxtns. Neuropsychiatric, the word was coined I believe 
in the First World War, indicates a combination of neurology and 
psychiatry. This name is pretty well being dropped at the present 
time. They are two distinct specialties although they do have common 
interests. When you say “neuropsychiatry,” you mean “psychiatry” 
and “neurology,” and the psychiatric case is grossly separated into 
the psychotic and the psychoneurotic and the character disorders. 
That is a rough breakdown. Neurology refers to conditions such as 
multiple sclerosis, infantile paralysis, or sciatica. 

The Cuatrman. The psychotics are the very bad cases? 

Dr. Tomrxtns. Those are the worse. 

The Carman. That is what I wanted to bring out particularly. 

Dr. Tomrxrys. Those are the ones that particularly need hospital- 
ization. Unfortunately, the ordinary community will let a chronic 
disease of some other category, say, a chronic hypertensive or chronic 
arthritic stay at home or roam the streets without particular attention 
being paid to them, but when an active psychotic is on the street, 
of course, he needs some detention, whether it is in jail or in the hos- 
pital—it should be in the hospital. Because of this 300,000 bed short- 
age that the States are laboring under at the present time, in most com- 
munities even if the case has not been adjudicated as service-con- 
nected, the community does look to the Veterans’ Administration for 


hospitalization. 





cee 


MEDICAL AND DENTAL PROGRAMS FOR VETERANS L55 


Mr. Ayers. Do you not think it is more important to take care of the 
nonservice-connected psycho case than it is the nonservice-connected 
case where a fellow goes out on the turnpike and bangs up his car and 
gets cameo up and goes to the VA hospital? Do you not think 
the psycho case is more deserv ing of attention than these of that type 
that are now being handled? 

Dr. Tompxtys. That would draw a distinction between an individual 
with various illnesses. 

Mr. Ayers. I am looking at it from society’s viewpoint. I know 
all of us have been contacted by parents in regard to boys who are 
psycho cases, nonservice- connected, and when ‘they contact the VA 
hospital they get the same answer which you have given today. Your 
difficulty is that you do not have the personnel to take care of them, 
whereas, in the case of a man who gets in an accident, he can get into 
the hospital because you have the medical personnel to take care 
of him. 

Dr. Tompkins. But, we are maintaining 96 percent of capacity as 
far as our psychiatric hospitals are concerned. 

Getting back to your question: If the community had the facilities 
for these psychiatric patients there would not be any distinction, but 
because the communities do not have facilities for a psychiatric patient, 
then we bear even a greater responsibility for the psychiatric p: atient. 

Mr. Ayres. How long do you think it will be before you will get 
this 1,300 or 1,400 personnel? How long do you think it will be before 
you have doubled your staff, which you stated previously you needed 2 
How long a time lapse will you have before you have that number? 

Dr. Tompkins. I would hesitate to calculate it, because it is a ques- 
tion of how many students come out of medical schools and whether 
psychiatry is e mphasized more than it is now in undergraduate train- 
ing and whether after they graduate, individuals will be more inter- 
ested in psychiatry than they are at the present time. 

For instance, I have some figures that indicate that perhaps there 
are 20,000 residencies in the country as a whole for all specialties and, 
perhaps, only a couple of thousand are in psychiatry. 

It is true that under the stimulus, particularly of the Public Health 
Service and the VA and the universities there is a greater interest be- 
ing developed in mental health personnel and greater facilities. In 
doing so we have developed more psychiatrists | now than there ever 
has been, but the attractiveness of private practice and the demands 
of the community are greater. The psychiatrists in private practice 
are increasing in number in the towns and in cities bec ause of what 
they can offer and their opportunities for community service are con- 
tinually spreading. These opportunities are outstripping the devel- 
opment or the pr oduction of psychiatrists. 

There are so many variables that I could not say when this need 
will be met. The only thing is that right now I am concerned with 
the patients we have in our hospitals. They are limited as far as 
quantity of care is concerned. I do not like to think that—because of 
lack of funds—we are turning away, as we are, people whom we can 
recruit, whether they are psyc +hiatr ists, social workers, clinical workers, 
attendants, or nurses. 

I think that is a very important point, Mr. Congressman, to con- 
centrate on. The patient requires considerable nursing and attendant. 
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eare and with a reduced budget, it is increasingly difficult to meet 
these overall needs. f : 

Mr. Gentry. Of the 21,000 on the waiting list of nonservice con- 
nected, did you make the statement that 13,500 were NP cases? 


Dr. Tomrkins. Those are psychiatric cases and neurological cases 
and 10,000 of them are psy hotie. 

Mr. Gentry. Let me ask you in that character of case, on the aver- 
age how much time do they spend na hospital ¢ 

Dr. Tomrxins. Statistics on this are misleading. The statisticians 
tell me it is most difficult to determin For instance, if you tried 
to determine it on the basis of di aries you do not consider the 
individual that stays in the hospital and again if you try to determine 


it on the basis of indivi nce remaining in the hospit: al, then you pick 
up a case that has only been there 1 or 2 months who might continue 
on for an indefinite period. Our best approximation is about a year 
and a quarter. 

Mr. Gentry. About a year and a quarter / 


Dr. Tompkins. Yes, sir, but if that was actually true, we would 
be discharging about 2,500 a month, and actually we are discharging 
from both our NP hospitals and general medical and surgical hos- 


pitals around a thousand—996 individuals that were treated for 
psychosis, per month. We turned back into the population about 
11,500 former psych otics last year. 

Mr. Gentry. That means that this 13,500 that are on the waiting 
list, it might be a year before a one of those would get in and it might 
be a year and a half. It might be anytime from now on up to another 
year and a half? 

Dr. Tompkins. If we are not required to admit any more non- 
service-connected patients, except those now on the waiting list, and, 
of course, the service-connected patient, it would take us 5 years to 
bring those patients in our NP hospitals 

Mr. Gentry. All of them? 

Dr. Tomrxins. All of them. 

Mr. Gentry. But, you would be getting more all along. 

Dr. Tomrxins. We would be getting some all along. 

Mr. Gentry. But it would actu: ally take 5 years to get them all in. 

Dr. Tomrxins. If we stopped right now and just ‘admitted these 
non-service-connected men on our waiting list, it would. 

Mr. Marrnews. Does the Veterans’ Administration have any plans 
for asking for new hospitals especially to take care of these psy- 
chiatric patients in the current year / 

[ know all of us have particular hospitals in which we are interested 
ay I was talking to the gentleman around here, our colleague from 
Philadelphia, and we were ene ing about the situation there and I 
know they realize, and all of us realize that each one of us has that 
same pro! blem and especially in my State do we have the problem with 
the psychotic case. In the conte mplated program of the Veterans’ 
Administration, I know they will take into consideration the number 
of veterans. In other words, I would like to know something about 
on what basis they would proceed to go about, perhaps, to ‘ack for 
more hos pitals, if I could, Doctor ? 

Dr. Tomr -KINS. Well, our ratio of fe A hospits al beds contempl: ited 
would be on the basis of our present NP hos pital population. 
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I would like to state that at the end of our present building pro- 
gram half of the beds available in the VA would be for neuro- 
psychiatric cases in 174 hospitals, that includes hospitals that are being 
constructed at the present time. 

Mr. Secrest. I am wondering about the detention of these pa- 
tients. When I go home this weekend, I have an appointment with a 
man and his wife who had a son admitted to the hospital in Chilli- 
cothe, Ohio, who was a mental patient and apparently he just packed 
his suitcase and walked out and the next they heard from him, he was 
in the veterans’ hospital in Florida as a mental patient and by the 
time they arrived there, he had walked out again. They do not 
know where he is or anything about him and they want me to try to 
locate him. 

Do they have the right to walk out of these hospitals, or do you 
have any power of dete ntion ? 

Dr. Tompxrns. No, sir, we do not have power of retention unless 
they are committed to our care by the courts of the particular com- 
munity. 

Mr. Secrest. They can just pack up and walk out whenever they 
please ? 

Dr. Tomextns. No, sir. If the hospital feels that the individual is 
dangerous to himself or others, they get in touch immediately with 
our regional attorney and he attempts to coordinate with the family 
and civilian authorities to develop a commitment, if it is considered 
necessary. 

Mr. Secrest. If they get a commitment in time, they can hold him, 
but otherwise while you are trying to get the commitment, he can 
walk out. 

Dr.'Tomrxktins. Yes, sir. 

Mr. Ayers. And he will come back to Ohio. 

Mr. Gentry. And he will stay there. 

Before you leave, take one of your hospitals—say Philadelphia— 
and we will say in that area you have 600 NP patients, people that are 
trying to get in the hospital and you have 600 on the waiting list, do 
you take those patients in actually the order in which they were on the 
waiting list ? 

Dr. Tompxrns. Everything else being equal, yes. 

Mr. Gentry. Yes; granted they are all NP patients. 

Dr. Tomrxrns. If you are dealing with a psychotic and he is an in- 
dividual fourth in line and he should show all at once homicidal be- 
havior, and while the individual who is third in line may not, they 
may skip the third man and take the fourth. 

Mr. Gentry. You would say they generally, though, do take them 
in order? 

Dr. Tompkins. Yes, sir, that is right. As time goes on we take 
fewer and fewer non-service-connected patients because of lack of 
personnel. 

I would like to say this in closing, that we are attempting to utilize 
to a better extent our present hospitals and our present personnel. 
We are attempting to develop a day hospital, a night hospital, and an 
intermediate hospital. This has not been approved by the Veterans’ 
Administration, and I just mention these things which we hope will 
develop a more effective utilization of our present facilities. 
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A day hospital is a hospital for treatment of the individual dur- 
ing the day if he does not have to occupy a hospital bed at night. A 
night hospital would be for the individual who does work in the day, 
but who needs some amount of hospital treatment which he can get 
in the early evening hours and stays in the hospital at night. 

Mr. Gentry. I want to ask you this question: Is it not almost an 
unbearable thing from the standpoint of the pressure and pulls that 
are put on your organization? Maybe this question should go to Ad- 
miral Boone instead of you. 

With your tremendous waiting list and people—an individual, a 
Congressman and probably Cabinet members—putting pressure on 
you for admissions, is that not a very difficult problem ? 

Admiral Boone. Mr. Congressman, I do not wish that many people 
would sit in my chair as Chief Medical Director, but if they did, they 
would find that telephone calls frequently do just that. Such calls 
come from all sources in Government and outside of Government, 
because illness and particularly the mental cases, naturally, are very 
distressing to any family, in fact can upset the whole community 
and I am asked to make exceptions innumerable times. Inquiries are 
not confined to neuropsychiatric cases. I am called upon many times 
a day, to get a patient into a hospital, and even beyond that, into a 
particular hospital. If I cannot, it brings down a flood of criticism. 

Mr. Gentry. I do not see how you can do your work properly and 
be subject to all that pressure and pull all the time. 

Admiral Boonr. Mr. Congressman, I am appointed to a position to 
administer, as I said, the largest medical and hospital program in the 
world and yet a great deal of my time is consumed in answering ques- 
tions and doing things that take me away from my more important 
duties. 

Mr. Gentry. It is bad, and a Congressman has that same problem 
exact ly. 

Admiral Boonr. I know it. Being a public servant is a tough job. 

Mr. Hagen. I might say that I had a personal experience where I 
went into a restaurant and sat down and a man came in and sat next 
to me and talked to himself the whole time I was there. I do not 
know whether he was a veteran or not. 

What I want to ask you is this: The man that just testified men- 
tioned the number of patients who otherwise would be eligible for care 
in a veterans’ facility, if one were available, who are being cared for 
elsewhere. Now, that is not just the neuropsychiatric patient I as- 
sume, but also all categories of cases requiring medical treatment. 

Do you have any statistics on the exact number of those persons 
and what type of condition they are in? 

Admiral Boonr. No, we only have figures, Mr. Congressman, on 
veteran patients who are in contract hospitals, both Federal and non- 
Federal. We do not have the other. 

Mr. Hagen. So, you have no idea how many neuropsychiatric vet- 
erans might be being treated at the expense of the State of California, 
or the county of San Francisco? 

Admiral Boonr. No, sir, unless they have filed application for VA 
hospitalization. This is a most intriguing subject and I wish we 
could have a day to go into it. There are a number of other things I 
really would like to have an opportunity to present, because in neuro- 
psychiatry you can go on and on and on. It is a fascinating subject 
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and one of a most important subjects we have in this Nation with 
which to deal. A subject that tears one’s heartstrings. 

As I said earlier, I wish people could accompany me and see what 
I see in these hospitals. When I walked into the Memphis hospital 
a few months ago, I had never seen 60 quadriplegics in one hospital, 
and also some 200 paraplegics And, large numbers are at Long 
Beach and the Bronx and other VA hospité als. If I ms Ly even allude 
to it, it is a most difficult problem to care for 250 paraplegics in one 
hospital. The nursing care associated with this class of patients 
exceeds almost every other type of care. The detail of patient care 
is beyond ordinary comprehension. Again I say I wish more interest 
and attention would be given to the vital and large problem of 
veterans’ medical care and not so much to the little things. 

The CHarrman. And you have trouble sometimes in getting bills 
through for the quadriplegic, paraplegics, and amputees. 

Admiral Boonr. Clarifying one point, because it was raised several 
times yesterday, the Congress appropriates after presentations and 
hearings by the Bureau of the Budget. Our presentations start in 
the field. They clear through the Department of Medicine and 
Surgery and the top-level officials of the Veterans’ Administration 
and on through the Bureau of the Budget and then the President acts 
on them and they come to Congress. Then, we have our hearings. 
Some new Members do not realize the transactions in getting this 
money. We do not get it immediately. It is allocated by the Bureau 
of the Budget quarterly and I believe by law, or regulation, the 

3ureau of the Budget can withhold as they see fit, or they foresee a 
change in our requirements for the next quarter, independent of 
VA’s request for apportionment. 

But, I would like to emphasize when you are dealing with human- 
ity, you cannot do it on a slide-rule basis. 

I approach my job as a family physician sitting at the bedside, 
I have carried that concept throughout my adult life and I apply 
it in my present official position. You are de: aling with TB and NP 
patients, the paraplegics, the chronics, and others which require long 
period of treatment. The TB a year or so and the NP for 2 years 
as a matter of fact until death. You just cannot run your program 
and have funds changed quarterly. 

We are getting terrible reverberations from medical colleges. 
Because of fund reductions. We had to cut the fees for consultants 
and attendings. The colleges make up their budgets for the fiscal 
year, and sometimes they take on additional staff predicated on the 
fact that the VA is going to give them part-time employment know- 
ing that their salames will be supplemented by the VA. Now, we 
turn around because of a budget cut and have to cut them. So, the 
faculties and university presidents are very much disturbed because 
their budgets are not prepared for this year to suffer those cuts we 
had to make. They think we are playing in bad faith, and have not 
carried out our commitments. These fluctuations in funds are very 
hard for them to understand. I have gone through this subject 
with the Association of American Medical Colleges and with other 
interested organizations throughout the country. They are holding 
firm now because I know they believe in us, but if we are not able 
to give them an assurance of what they can look forward to in the 
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way of previous commitments, they cannot carry on a program. 
Without them carrying on this program with us there just will not 
be a top-level medical program. ‘The present fine medical program 
for the benefit of the veterans and the elevation of American med- 
icine will rapidly deteriorate. 

We have a very interesting’ a pone 8 to offer now. It will 
be very short, and I hope this will prove to be a very interesting 
chart. It is related to the home town care pevsban: 

The CHAMOMAN. Will that money come out of this $5,000,000 pro- 
oram ‘ 

\dmiral Boone. No relief is offered in dental home town-care pro- 
gram under the 1953 supp eee il and the backlog is growing by 
aps : and bounds. Here is the situation -you pay for a dental exam- 


nation. Now, it may cost, we W ill say, $14, or whatever it is for the 
examination. You cannot treat the patient right away, and if you 


have to wait a few months before treating him, you have to have a re- 
examination, and you have to pay that fee again. In the meantime 
the pathology is changing so your cost is becoming greater. This 
program is a $40-million-a-year program if we can meet it, but we 
have had to cut back on it. [I would hke to ask Dr. Fauber, who is a 
dentist, and Assistant Chief Medical Director for Dentistry if he 
will present this chart, and I think the very few minutes’ time he will 
spend on it will be very well spent. 

The Cramman. Admiral, we have to go over to the floor very 
shortly. 

There are one or two questions which I think ought to be asked of 
Mr. McNamara of the Budget before we go to the floor because if an 
amendment comes up on the floor we want to have that information, 
and I understand that Mr. Teague, of Texas, will probably introduce 
an amendment. 

Mr. Ayres. Madam Chairman. 

The CuatrMan. The gentleman from Ohio. 

Mr. Ayres. Along that same line, the colonel has requested that 
you be asked the reasons for cutting the VA hospital request from 
$16.7 million to $5 million. 

Mr. McNamara. In order to answer that question I would have to 
take you back to the beginning because I do not believe that this com- 
mittee can have any clear understanding of the basic problems in- 
volved here if you are not brought up to date on it and unless you 
understand what has been going on. If I am permitted the time to do 
it I would like todo so. To give you any brief answer to the question 
you ask would simply not give you the real picture. 

Mr. Ayres. In other words, it will take some time to do it? 

Mr. McNamara. It will take the next 15 minutes before you go to 
the floor. : . 

Madam Chairman, while I am not sure that Admiral Boone intended 
to imply that the Bureau of the Budget operates on the basis of a 
slide rule I would like to make it clear to the committee that we do 
not operate that ws Ly. 

I feel that we have a very extensive, det: ailed, and thorough know]l- 
edge of all of the operations of the Veterans’ Administration based 

upon many years of working with the agency and the continuous 
analysis of its various programs. In our investigations and studies 
and our collaboration with them we have had most intimate and close 
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contact, and I am happy to say from our point of view very fine rela- 
tionships with all of the people throughout that organization. 

Mr. Evins. I think we will take judicial notice of that fact, Mr. 
McNamara. 

Mr. McNamara. Thank you very much, sir 

I think it would be fair to the committee, to the Bureau of the 
Budget, and to the Veterans’ Administration, too, because I have the 
feeling that they are in a difficult position, if I were to review for 
you solely on a factual basis what has happened. This is all related 
to the 1953 budget requirements and requests. 

This problem is related, as we see it, only to the old hospitals of 
the Veterans’ Administration, and not funds for the new hospitals. 
I will try to portray the Cees step by step, and if that does not 
adequately or fairly describe it, I would be very happy to have a 
representative of the Waren” Administration point out any omis- 
SLONS,. 

After a thorough review by the Budget Bureau of the agency re- 
quest for funds for the operation of its medical-care program, and 
after an appeal from the amount initially allowed by the Bureau 
was taken by the Administrator of Veterans’ Affairs, first to the 
Budget Director and then twice to the President personally, an amount 
was included in the Presidential budget. 

I would like to make it clear that, unlike practically any other pro- 
gram handled by the Bureau of the Budget in the 1953 budget, this 
program was reviewed in intensive detail by the Director and the 
Assistant Director, both of whom have intimate knowledge of the 
program, and it was presented to the President twice in considerable 
detail. So, the decision as to the amount of funds and the level of 
programs to be operated by the Veterans’ Administration in the fiscal 
year 1953 was made at the highest level by the President of the United 
States personally. 

The CuatrmMan. That was President Truman ? 

Mr. McNamara. Yes; President Truman. 

Mr. Secrest. Do you think there was any effort in the Bureau of 
the Budget or up in the higher levels of which you speak to whack 
down on the hospitals for the veterans and those other things in order 
that they might send $6 billion or $8 billion over to Europe and still 
come within $10 billion of a balanced budget ? 

Mr. McNamara. I would answer this way: There were fundamental 
basic policies governing the development of the entire budget of the 
United States which were established by the then President. These 
policies were furnished the head of each agency in June 1952 for their 
guidance in formulating their budget requests. One of those policies 
was that no programs of the Government other than defense activities 
would be operated at a higher level than was provided for in the fiscal] 
year 1952. That policy, so far as I know, was controlling on the Vet- 
erans’ Administration the same as on any other agency of Government. 

Mr. Secrest. In other words, before you started to prepare the 
budget you had an order that you could not make it any bigger than 
the budget of the year before? 

Mr. McNamara. Before the Veterans’ Administration started pre- 
paring its budget, it had been furnished the governing ground rules 
which included advice as to program levels. I want to make it clear 
that the policy did not restrict the level of hospital patient loads, but 
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only the quality or the levels of programs such as staffing patterns, 
unit costs, and so forth. That is one of the fundamental issues in- 
volved in this problem before you today. 

The Veterans’ Administration did not adhere to that basic con- 
trolling policy in the submission of its budget. 

Another policy was that it would be assumed that there would be no 
increase in the price levels or other units of cost in program 
operations. 

That is another minor problem. 

With those guiding policies applying equally to the Budget Bureau 
we analyzed the budget estimate submitted by this particular agency 
as well as those of all the other medical-care programs of the 
Government. 

Mr. Secrest. In that straitjacket I would say you are encircled—— 

Mr. McNamara. We endeavored to arrive at sound recommenda- 
tions based on those guiding policies. 

Mr. Evins. How many departments got an exception to the rule? 

Mr. McNamara. I am not qualified to answer that question, Mr. 
Evins. To the best of my knowledge there were none except those 
engaged in conducting defense programs. 

On the basis of those ground rules, if I may call them such, and 
giving recognition to the fact that the Veterans’ Administration had 
an increased patient load. Because it would be opening more hos 
pitals, we endeavored to prepare a realistic estimate of what the patient 
load would be. 

There was a disagreement between the Bureau of the Budget and 
the agency as there has been for the 15 years that I have been in the 
Bureau of the Budget, and for the 6 years that I have worked in the 
Veterans’ Administration budget office. That has always happened, 
and in this instance the estimate of the Veterans’ Administration was 
finally accepted, which was a patient load of 102,000 average daily 
patients in the hospitals in 1953, and the President approved that 
level of the program. I am speaking now only of the in-patient pro- 
gram because that is what you have been raising your question about. 

To carry on that program the budget provided for an average em- 
ployment in the old hospitals, which Admiral Boone has defined, of 
95,000 man-years to be carried this fiscal year. The agency, as I 
recall, had asked for 99,600 in its budget submission. Incidentally, 
the Administrator of Veterans’ Affairs did not appeal that employ- 
ment level but he did appeal a number of other items in the budget. 

At the time the President sent his budget to Congress early in 
January the Veterans’ Administration had on its rolls in the medical 
program 101,000 employees. Therefore, at that time the Veterans’ 
Administration was already carrying 6,000 more employees than were 
provided for in the budget and it should have been aware of that fact. 

The Carman. May I interrupt you for just a second, Mr. 
McNamara ? 

Mr. McNamara. Yes, ma’am. 

The Cuamman. Mr. McNamara, did that patient load of 101,000 
take into account the increase also due to Korean veterans ? 

Mr. McNamara. Yes, ma’am, it provided for an estimated number 


of them. 
The Cuamman. I ask about that because that is much larger than 


the total anticipated. 
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Mr. McNamara. It provided for an estimated number of Korean 

veterans, based upon experience. It was at the beginning of the 
year, 1,800, and the end of the year, 4,000. 
* This is the crux of the problem. The budget the President sent to 
Congress provided for a specific patient load. It also provided for 
the continuation of employment levels in the old hospitals comparable 
with those which actually existed in the old hospitals for the fiscal 
year 1952, for the year which ended last June 1951. 

There were two actions taken on this budget both of which have 
contributed to the situation which ultimately faced the Veterans’ 
Administration, as we see it. One was to reflect the decision that all 
agencies of the Government would be expected to reflect in its budget 
a certain portion of the savings of the Federal Employees Leave Act 
which was enacted by the Congress in 1951. ‘The President had indi- 
cated to Congress that if the Congress enacted that legislation there 
would result a sizable across-the-board manpower savings which 
would be absorbed by the executive departments. In applying that 
policy to the Veterans’ Administration the manpower requested by 
the Veterans’ Administration in its 1953 budget was reduced by ap- 
proximately 2,300 man-years of employment in the medical program. 
That meant that the Veterans’ Administration would have to reduce 
its employment in old hospitals below its 1952 experience by at least 
that number. Failure to do so explains in part why it was already 
5,600 positions over the 1953 budget when the President sent his 
budget to Congress. As of the beginning of the fiscal year the Vet- 
erans’ Administration had not adjusted itself to meet that necessary 
reduction of 2,300. 

In addition, it was overemployed by approximately that same num- 
ber for another reason. I want to make it clear in saying that 
I am not being critical of the Veterans’ Administration. I am only 
pointing out factually that in relation to the budget the President 
sent to Congress the agency had on duty approximately another 2,500 
employees or slightly more than that. So that, at the beginning of 
the fiscal year, while the budget contemplated the employment of 
96,500 in old hospitals the Veterans’ Administration had on the first 
day of the fiscal year 100,400 employees in old hospitals, or, in round 
figures, 4,000 more than the budget would support. 

Now, the historical record points out that even though the House 
had acted in late March, or the 1st of April, to reduce the President’s 
budget, the Veterans’ Administration maintained employment at ap- 
proximately the same level until the beginning of the fiscal year 
which, obviously, puts the Veterans’ Administration in a very difficult 
position. 

You now have a picture of the situation in which the agency placed 
itself as it entered the fiscal year with a very substantially higher 
employment over what had been programed in the President’s budget 
and specifically approved by him because this issue had been carried 
to him. 

It was not until August 4, when the Director of the Bureau of the 
Budget felt that he was obligated to approve the apportionment for 
the medical program requested by the agency on the basis of its dis- 
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tribution of the reduction made by the Congress in the President’s 
budget, that initial action was taken by VA to reduce employment by 
freezing current employment. In approving the apportionment, the 
Administrator was advised that no deficiency or supplemental appro- 
priation was contemplated. 

The agency had one of two courses, and that was to reduce employ- 
ment or incur a deficiency because it was already not following the 
program level that the budget contemplated. 

Well, you know the rest of the history. The agency did not take 
action to reach the budgetary level at the beginning of the fiscal year. 
It did not do so until the President denied a supplemental appropria- 
tion estimate of $16,123,000 in late September, which would have been 
required at that time to continue the excess employment. The Ad- 
ministrator was forced into the position, if he was not to violate the 
antideficiency law, of making a drastic reduction in employment 
which might have been avoided if prompt action had been taken when 
the situation was so clearly apparent the 1st of July when Congress 
reduced this appropriation $40 million, 

Now, Mr. Ayres, going to your direct question as to why the Bu- 
reau of the Budget approved only $6 million, and this $5 million sup- 
plementary estimate is actually equivalent to $6 million. As explained 
yesterday the income from collections has amounted to at least $1 
million more than contemplated in the President’s budget. So it is 
$6 million in effect. That was the amount the agency finally requested. 

I will try to condense the picture substantially. I will summarize 
the way we arrived at the conclusion that the $6 million would be 
sufficient on the basis of the President’s budget. 

Subsequent to the submission of the President’s budget, which was 
based on the operation of a given number of beds, and the opening of a 
definite number of new hospitals during the year, the construction pro- 
gram of the Veterans’ Administration very seriously slowed down 
to the extent of an average delay of 6 months in the completion of 
the new hospitals which were scheduled to be opened during the 
fiscal year 1953. 

The budget was based on a construction program which was pub- 
lished in August of 1951. That was the latest schedule we had. By 
the time Congress had enacted the appropriation and the fiscal year 
had arrived the construction schedule of May 1952, showed that a 
large number of scheduled hospital beds would not become available 
at all as contemplated by the budget. It is our computation that the 
savings which would accrue by reason of these beds not becoming 
available, and, therefore, they would not be able to operate them, 
amount to $15 million. 

I will state this, and I was asked this morning why I did not state it 
yesterday, that had the Congress not reduced the appropriation of the 
Veterans’ Administration the Bureau of the Budget probably would 
have been obligated to place in reserve at least. $15 million of the funds 
that had been included in the President’s budget because that amount 
would not be needed for beds that would not come into operation. 
The construction program has further slipped since that schedule 
which was published in May of 1952. 

Now, that is $15 million of the $31 million which the agency allo- 
cated to the medical program out of the full amount which had been 
taken by the Congress from the President’s budget. Next, the budget 
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was based upon 102,000 average daily patients in VA hospitals. How 

ever, irrespective of the action by VA to take beds out of operation 
because it has had to adhere to the budget it is clear it would not come 
up to 102,000, but only to about 100,000. This lower patient load was 
estimated by the Veterans’ Administration itself last July, 2 months 
before they were forced, in their opinion, to close beds, so that further 
savings in the President’s budget on account of a 2,000 average patient 
load would represent approximately $5 million more. This brings the 
total saving now up to $20 million. 

We feel there is another factor that would have permitted a fur- 
ther savings of approximately $5 million if Congress had appropri- 
ated and made available the full amount for the medical program that 
was included in the President’s budget. This additional saving, or 
reduction in fund requirements, is attributable to a sizably smaller 
outpatient medical workload actually being experienced than was 
projected in the budget. This brings the total saving or reduction 
from the President’s budget up to $25 million. 

It is the opinion of the Bureau of the Budget that the program 
levels provided for in the President’s budget were realistic and prac- 
tical and that any reduction in the President’s budget would force 
some curtailment of the medical programs. We felt the budget was 
sound in the first place, and we feel it is sound today, except as to the 
$25 million of modification I have just detailed. Therefore, the 
Budget Bureau recommended approval of the $6 million supplemental 
which is the difference between the $3 million, the amount by which 
the budget was reduced by the Congress and the $25 million reduction 
in requirements which we feel have accrued and were not anticipated 
when the budget was sent to Congress. 

That is a rather lengthy explanation, but I think it is very im- 
portant, in connection with any action that this committee contem- 
plates taking today, that you have the full picture. So I have tried 
to present it fairly, without any implications as to criticism of any- 
body, but solely as a factual recitation of the history of the record. 

Mr. Frno. In numbers what was the final personnel cut as a result 
of this budget slash ? 

Admiral Boone. 2,250 in the Medical Department. 

Mr. Frvo. How about administrative services ? 

Mr. Baxer. I think it was a net reduction of approximately 600 
employees in the general administrative programs between July 31 
and December 31. 

Mr. Secrest. It woul l appear, then, according to your testimony, 
that if the Veterans’ Administration had adjusted itself to the Presi- 
dent’s budget on July 1 there would have been no need to close any 
of these hospit il beds that were closed in the emergency of trying to 
catch up on what they had not done before. 

Mr. McNamara. You are now asking that question for an 
opinion 

Mr. Secrest. That is apparent, that they would have been able to 
operate throughout the year at a 102,000- bed level. 

Mr. McNamara. If they followed the employment level provided 
in the budget, and I think there was a difference of opinion as to 
whether they could carry them at the level of professional care which 
Admiral Boone thinks is necessary. 
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Admiral Boonr. Mr. Congressman, we do not agree on the ratio of 
patients to staff. 

[ think the American Hospital Association provides, and I may be 
wrong, but I think it is 1.74 for general hospitals, short-term cases. 
We have approximately 1 for 1 and we have been urged to go below 
it by the Bureau of the Budget, a figure which, in best medical opinion 
will not provide adequate c are for the patients. 

I want to say this that it is very strange to me to get messages from 
the Bureau of the Budget to the effect “that irrespective of ‘whether 
Congress had cut us $31 million the Bureau of the Budget would have 
impounde »d $30 million. That has been very hard for me to reconcile. 
That ratio factor of staff to operating beds that they recommend we 
will not accept. We have been recommended by the President for a 
supplemental, the first item of which is, I believe, staff to man the new 
hospitals, hosptials that have been authorized by the Congress of the 
United States. They are merely delayed in their ¢ onstruction because 
of strikes or other difficulties, tools or material or other items beyond 
the control of the Veterans’ Administration. Unfortunately, fund 

reductions caused us to discharge staff, as I explained yester day, and 
now come to you and ask for personnel to staff these hospitals which 
you authorized us to have. 

Mr. Secrest. I just want to get my mind clear on this: for each 

yatient that you have in a veterans’ hospital, as I understand it you 
fj ave 1.1 employee to take care of the patient? 

Admiral Boong. That is the ratio. 

Mr. Secrest. And you have that ratio? 

Mr. Farris. Well, the requirement should be 1.15 per patient. 

Admiral Boonr. What the the required ratio? 

Mr. Farris. 1.15. 

Admiral Boonr. Actually it is under our estimate. 

Mr. Secrest. You need 114 employees to take care of each patient? 

Admiral Boonnr. No, we need 1.15 ratio. That isthe very minimum. 

I would like to say this, that I have been challenged not to provide 
the very best medical care for the patients, but to provide a minimum 
standard of medical care. I have been even asked if I could not buy 
cheaper drugs for patients, which is wicked to me, whether they are 
veterans or patients of any kind. 

I would ea to have the committee understand this, that I am a 
physician. Ideal very frankly with my patients. I have approached 
this testimony to give my best to this committee and to the Congress 
by being frank about it. There is nothing personal about it at all. 

My days are numbered in life and in position. I would like to sug- 
gest this to the committee for their consideration because ofthis matter 
of the discharging of physicians, dentists, nurses, and dietitians, that 
to avoid any future difficulties it is suggested that the wishes of the 
Congress be expressed in clear and unmistakable terms as to their 
desires pertaining to the medical and hospital program for the Vet- 
erans’ Administration. 

The Cuarrman. That is a very fine statement, Admiral, but I 
would like to say this, that this committee legislates and the ‘Appro- 
priations Committee legislates over us. There is often legislation in 
the Appropriations Committee, and it seems to me that the Veterans’ 
Administration is the whipping boy. Why I do not know because 
it is supposed to take care of the men who have kept this country free. 
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You have now in the Veterans’ Administration, as I understand it, 
several men from the Appropriations Committee investigating it and 
going over it. We have not been given the authority to go down 
there and investigate it, and we have not any money to go ‘out into 
the field and conduct investigations. Why the Veterans’ ww 
tration is the whipping boy 1 do not know. You have built up ¢ 
wonderful organization w ith businesslike administration in the organ- 
ization, as has been stated. Other committees want to investigate the 
Veterans’ Administration and have secured certain funds for going 
into certain activities in other departments. I will say for Mr. Mc- 
Namara and the other gentleman from the Budget that we all know 
that the Bureau of the Budget carries out the orde ars of the President. 

Admiral Boonr. I would like, because of your very fine tribute to 
the Veterans’ Administration to ask if I may insert in the record of 
this hearing just some letzers taken at random, a lot of which came 
from Members of C ongress and of this committee, one from the chair- 
man, and others from Members of the Senate and ex-servicemen who 
have had medical care in Veterans’ Administration hospitals. If I 
may, Madam Chairman, I would like to insert some of these in this 
record showing appreciation of this program. As I said the other 
day, it is a great medical program, and was an inheritance of mine. 
In 6 short years it has been conceived, placed in operation, and it has 
been a very successful program. It is not perfect. We are trying 
by every means to make it more perfect. 

The Cuarmman. Without chiovion they may be inserted in the 
record. 

(The matter referred to is as follows :) 


SAN Luts Opispo, Cauir., June 27, 1952 
Hon. RrcHArp NIxon, 
United States Senate, Senate Office Buitding, 
Washington, ]). ¢ 

DEAR SENATOR NIXON: During the years since the end of World War II I have 
had many reasons to complain about the services of the Veterans’ Administration. 
Occasionally I have put a complaint in writing to those who are in positions to 
effect changes and make corrections, but this time my deep appreciation for what 
I consider a job well done prompts an altogether different kind of letter. 

On June 16 I was admitted to Wadsworth VA Hospital of Los Angeles. The 
following day I underwent minor surgery to correct a condition which was in- 
curred in line of duty during the Second World War. I am delighted with the 
splendid care and treatment given me while I was in ward A2W of Wadsworth. 
The entire staff, service as well as medical, seemed to have a personal interest in 
each of the patients in their care. That alone is worthy of comment since such 
has not been my experience in any of the several periods of hospitalization in 
VA facilities. The cheerful and pleasing attitudes of the staff combined with 
their kind words of encouragement served as sedatives, thus making the days 
shorter and the recovery less painful. Other patients on the ward expressed to 
me the same degree of appreciation for the outstanding service, and it is my hope 
that the excellent work being done there will not be overlooked by the Admini- 
strator of Veterans’ Affairs. I would be willing to accept the kind of service 
being given in ward A2W as an example of what the disabled veteran has a right 
to expect from the money allocated for rehabilitation purposes. The personnel 
in that ward might well be regarded as a pattern to be followed in the improve- 
ment of other units in the Veterans’ Administration medical facilities. 

I am especially impressed by the technique of Dr. Thee, the surgeon who per- 
formed my operation. He was not too busy to adequately inform his patients 
relative to their cases. Before the operation I was told what was to be done and 
why it was necessary. After the operation I was told what was done and was 
given instructions on what I should do to make recovery successful and less pain- 
ful. There was nothing in his manners to indicate that he had any interest other 
than to see that his patients were properly directed to complete recovery. My 
experience indicates than an attitude such as Dr. Thee’s is rare in the Veterans’ 
Administration. I am most grateful. 
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Would appreciate your seeing that this letter is put in the hands of the person 
most interested in knowing of improvements in Veterans’ Administration. 
With kind personal regards to both you and Mrs. Nixon, I remain, 
Cordially yours, 
Harry A. Jerer, Jr 


UNITED STATES SENATE, 
Washinoton, D. C., March 7, 1952. 
Hon. Cart R. Gray, Jr., 
tdministrator of Veterans’ Affairs, 
Veterans’ Administration, Washington, D. C. 

Deak ADMINISTRATOR GRAY: Permit me to invite your attention to the enclosed 
letter which I have just received from Mr. M. O. Dunning. 

I shall appreciate it if you will let other officials of the Veterans’ Administra- 
tion know of Mr. Dunning’s appreciation of the excellent service he received 
while a patient at Pratt General Hospital. Please return the enclosure to me 
when it has served its purpose. 

Sincerely yours, 
WALTER F.. GEORGE, 


Wosurn CHEMICAL Corp. (N. J.), 
Harrison, N. J., March 6, 1952. 
Senator WALTER F. GEORGE, 
Senate Office Building, Washington, D. C. 

DrAR SENATOR: I have just been released from the Pratt General Hospital in 
Coral Gables and thanks to their marvelous treatment I feel better than I have 
in 10 years. I wish to take this opportunity to comment upon the efficiency of 
the hospital above mentioned. As you know, I have been in and out of private 
hospitals for the last 10 years and under the treatment of some of the finest 
physicians in the country. But upon my entry into the Veterans’ hospital in 
Coral Gables, they changed my medical treatment entirely and without question 
have rehabilitated me physically. 

The synchronization of the Administration and the Medical Department in 
that hospital under Dr. Machlin is far superior to anything that I have yet en- 
countered. If you will thank Admiral Boone and Mr. Gray for me personally 
and also express to them my appreciation of the efficiency of the Pratt General 
Hospital. If this veterans’ hospital is a criterion of the other veterans’ hospi- 
tals in this country the Veterans’ Administration is well entitled to favorable 
consideration from the Congress in whatever request they may make for the 
continuation of their good work. 

With kindest personal regards, I am, 

Cordially yours, 
M. O. DUNNING, Attorney. 


House OF REPRESENTATIVES, 
COMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D. C., March 28, 1952. 
Vice Adm. Jor. T. Boone, 
Chief Medical Director, Department of Medicine and Surgery, 


Veterans’ Administration, Washington, D. C. 


DEAR ADMIRAL Boone: It is always nice to receive letters of commendation 
concerning your professional staff in the hospitals, and I take pleasure in for- 
warding to you this copy of a letter I received from a former patient at the 
Cushing Veterans’ Administration Hospital at Framingham, Mass. 

With my kindest personal regards, I am 

Sincerely yours, 
EpDITH NoURSE ROoGERs, 
Member of Congress. 


CUSHING VETERANS’ HOSPITAL, 
Framingham, Mass. 
Hon. Eprru Nourse Rogers, 
House of Representatives, Washington, D. C. 
DEAR CONGRESSMAN Rogers: I am a patient in the Cushing Veterans’ Ad- 
ministration Hospital since December 28, 1951, and I am going home to Boston 
tomorrow, March 22. 
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The treatment I got here was the finest and best I ever got in any hospital. 
I have been in every veterans’ hospital in New England 2 or 3 times. In fact, 
in West Roxbury, 9 times; also Bath, N. Y., and twice in Kings Bridge Road. the 
Bronx, N. Y. 

My doctor at Cushing Hospital was continuously on the job, morning, noon, and 
night, and he was the best doctor in the hospital. All of the patients can say the 
same thing about him. Heis a wonder. His name is Dr. Bertham Fuchs. medical 
ward 216. 

I would appreciate from the bottom of my heart if you would write a letter 
of thanks to the manager of the hospital. 

Also I want to thank you, Mrs. Rogers, for the fine work you have always done 
for the veterans. 1 am an old doughboy of World War I, out of the Yankee 
Division. 

Sincerely yours, 
JEREMIAH HARRINGTON 
(Home address, 90 West Canton Street, Boston, Mass.) 


HOUSE OF REPRESENTATIVES, 
Washington, D. C., March 17, 1952. 
Vice Adm. Jor. T. Boone (Retired), 
Chief, Medical Director, Department of Medicine and Surgery, 
Veterans’ Administration, Washington 25, D. C. 

DeAR ADMIRAL Boone: I am taking the liberty of forwarding a copy of a letter 
which I have received from Mrs. Forrest H. Johnson, 107 Adalia Avenue, Davis 
Islands, Tampa 6, Fla., as I felt you would be extremely interested in the praise 
and appreciation that Mrs. Johnson expresses concerning the staff and facilities 
of the Veterans’ Administration hospital located at Bay Pines, Fla. 

With best wishes, I am 

Sincerely yours, 
CHESTER B. MCMULLEN, 
Member of Congress. 


Marcu 13, 1952. 
Col. M. Bryson, 
Vanager, Veterans’ Hospital, 
Bay Pines, Fla. 

Dear COLONEL Bryson: I feel we would be very remiss if we did not try to 
express to you, as manager of Bay Pines Veterans’ Hospital, our deep apprecia- 
tion for the wonderful care Forrest received while in Bay Pines. He was there 
from last October until February 26, and was in the hospital proper from the 
last week in November on the seriously ill list. 

While in ward G he received excellent attention under the care of Miss Cook 
and other members of the staff; later, when he was moved to ward F, South, he 
had not only the best attention, but it seemed to me the staff gave the patients 
such a personal interest which Forrest appreciated to the fullest. Miss Maxey 
and Miss Webster were unceasing in their care, as were others, 'm sure, with 
whom we did not come in contact, and, therefore, cannot name specifically. 
Especially attentive were two attendants, Cooper and George Holley, but here 
igain there were others whom we cannot name. 

Dr. J. V. Hammel was Forrest’s doctor for this period; Dr. Hammel was 
at all times concerned for his patient and never too busy to try to help us, as 
a family, understand. He is not only a fine physician but a fine man. Dr. Kur- 
land deserves our especial thanks, also. 

Mr. Bob Fowler, assistant State service officer, has been most considerate and 
helpful. I consider he has gone “beyond the call of duty” in trying to care for 
the men in his charge. 

Any number of times Forrest remarked that if he had to be ill there is no 
better place, more a more beautiful spot in which to be sick, nor could money 
buy more; he at all times fully appreciated the facilities available there to vet- 
erans. Three days before he passed away he made this comment to Miss Camp- 
bell in the chief nurses’ office, when we had him in a wheelchair. 

We were in and out of the hospital at all hours of the day and night during 
this long, last illness, and one statement I want to make: While everything pos- 
sible seems to be done for patients, there is a definite lack of any waste, or 
extravagance, in Bay Pines operation, which charge is so often made of Govern- 
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ment-owned and operated plants. I could not be content until I had told you 
these things and say “Thank you.” 
Sincerely, 
Mary B. JOHNSON 
Mrs. Forrest H. Johnson. 
(Copies to Hon. Spessard L. Holland; Hon. Chester McMullen; Dr. H. OC. 


Manaugh, chief medical officer; Mr. Robert Fowler, assistant State service 
officer. ) 





UNITED STATES SENATE, 
January 16, 1958. 
Respectfully referred to 


GEN. CARL R. Gray, JR., VETERANS’ ADMINISTRATION 


with thanks for such favorable consideration as the communication herewith 
submitted warrants, and for a report thereon, to accompany return of inclosure. 
By direction of: 
ALEXANDER WILEY, 
United States Senator. 


VA Hospitrat, Downey, Ill., 
January 2, 1952. 
Hon. ALEXANDER WILEY, 
United States Senator of Wisconsin, 
Senate Chambers, Washington, D. C. 


Dear Mr. WILEY: This is not a letter of complaint but one of praise for this 
hospital that has put me back on my feet, ever so fit again. Less than 3 weeks 
ago I was transferred from Chicago State Hospital to Downey, being in Chicago 
State just about 10 months. I was only too glad to get a bed here. 

Due to arthritis I get a $63 pension from Uncle Sam. And due to working 
too hard, I came down with a cardiac condition, called chronic Coronary 
sclerosis, which in Chicago State had me weak, gasping, and breaking out in 
sweats at the least exertion. The coming Monday I will be here 3 weeks. On 
Tuesday this week I am as near normal, as possible under conditions. I feel 
like a new man, taking the little ward work in stride. The sweats are gone and 
all chest pains have left me. 

Truly, Senator Wiley, this is a good hospital, catering to all our wishes. The 
eats, so cleanly and tastefully served, a fresh tablecloth every meal, cannot be 
beat. The management, doctors, nurses, and all personnel are the best. I should 
know, was I not in Chicago State. Years ago I complained to you about this 
hospital. I must apologize. Then I was nervous, overanXious, and too eager, 
plus being high (classed as manic-depressive, too true). Today I know that 
these doctors know best. 

My aim is to make my home in Soldiers Home, Woods, Wis., in the companies, 
not the hospital. Any help from you would be greatly appreciated. Also, if 
possible have you a snapshot of yourself for my wallet? The one I use today is 
rather frayed for I clipped it from Look magazine many months ago. 

Thanks for the past favors 

Very truly yours, 
Louis A. HUEBNER. 


Hovuse OF REPRESENTATIVES, 
Washington, D. C., June 4, 1952. 
Re McCall, Elmer Avon, C—059488. 
VETERANS’ ADMINISTRATION HOSPITAL, 
Coral Gables, Fla. 

JENTLEMEN: I have been corresponding with the above-named veteran and his 
wife with reference to his hospitalization. Mrs. McCall recently wrote me as 
follows: 

“Mr. McCall likes it so well here—his room is comfortable, his food is excellent, ‘ 
and he likes his doctors.” 
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I would like to commend you for the excellent service you are rendering to 
patients as reported to me by Mrs. McCall. 
With kindest regards, I am 
Sincerely, 
CHARLES FE. BENNETT, 
Member of Congress. 


(Copies to Pass-A-Grille Regional Office and Veterans’ Administration, Wash- 
ington, D. C.) 





House oF REPRESENTATIVES, 
Washington, D. C., July 30, 1952. 
Gen. Cart R, Gray, Jr., 
Administrator, Veterans’ Administration, 
Washington 25, D. C. 

DEAR GENERAL: I have just received a letter from a constituent of mine praising 
the Veterans’ Administration hospital in Houston. It is a pleasure to receive 
letters such as this one, and I am pleased to pass it on to you. 

With best wishes, I am 

Sincerely, 
OLIN E, TEAGUE, Congressman. 


AGRICULTURAL AND MECHANICAL COLLEGE OF TEXAS, 
College Station, Tex., July 22, 1952. 
Hon. OLIN E. TEAGUE, 
House of Representatives, 
101 Old House Office Building, Washington, D. C. 

DEAR CONGRESSMAN TEAGUE: I have noticed in the past your sincerity over 
Veterans’ Administration money being wisely spent. I thought perhaps you 
might be interested in a recent experience I have had. I was injured in an 
accident and spent 9 weeks in the VA hospital in Houston. Four weeks of this 
time I was completely unconscious and required a lot of attention which my wife 
states was carefully administered. During the weeks that followed, I experienced 
the same careful attention. 

It may be a little unusual for you to receive many letters praising the spend- 
ing of VA funds, but it has been my experience from the patient’s view that the 
VA is doing a wonderful jeb in their hospital at Houston. 

In the ward where I was patient, it seems the staff was very well organized 
and each one had specific duties to perform. These duties were performed 
efficiently and well. I required a lot of oxygen, glucose, etc., and was given 
the necessary treatments whenever needed. 

I might add that this letter is my own idea and no one has asked me to 
write it. 

Sincerely yours, 
L. Bryce HARpEMAN, Assistant Professor. 


HOUSE OF REPRESENTATIVES, 
December 8, 1952. 
Deak ADMIRAL: I thought you might be interested in the attached copy of a 
letter from my good friend, Carl Dudley. Regards. 
aE 
ALBERT THOMAS, 
Member of Congress. 


DECEMBER 4, 1952. 
Hon, ALBERT THOMAS, 


Congress of the United States, 
Washington, D. C. 
Dear Mr. THomMas: As a rule, I am sure that most letters you have received 
from persons in your district are letters of complaint of some nature or another. 
Contrary to this, I am writing you to commend a branch of the Government 
that I have been in contact with. 


This branch is the out-patient clinic of the Houston regional offices of the 
Veterans’ Administration. 
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For the last few weeks I have been a recipient of dental treatment at this 
clinic, and I wish to report those events as they occurred: 

To commence with, my boss, Mr. R. E. Smith, made arrangements with Dr. 
Paul Ledbetter, a civilian clinic, to have all of his employees examined to keep 
all of us in physical fitness. This examination disclosed that it would be neces- 
sary for me to have all of my teeth extracted. 

Being a disabled veteran, I immediately made application for dental treat- 
ment. After furnishing proof of eligibility, I was told to wait until the VA 
could check my dental record with the Navy. In about 2 weeks I was asked to 
come in and was advised by Dr. Johnson of the dental clinic that I had been 
found eligible for treatment and that they were ready to start. First came 
X-ray, then each week five teeth were extracted. On December 1, 1952, the last 
six were extracted. In about 10 days I am due back for gum check and denture 
impression 

I could not help noticing during visits to that office, the seemingly endless 
lines of veterans coming and going, and naturally you and I both know that 
under such circumstances the doctors cannot be expected to take any personal 
interest in each and every case other than that required by his profession. 
However, I am prouG to report that Dr. Johnson and his nurse assistant were 
both very kind, considerate, and showed personal interest over and above the 
normal call of duty. I noticed this kindness and consideration on the part of 
the appointment clerk, the other doctors and nurses toward all patients, and I 
feel that this matter should be brought to the attention of the Administrator of 
the Veterans’ Administration in Washington. 

I will consider it a personal favor if you would pass this matter on to the 
Administrator at your earliest convenience. 

Yours very truly, 
CARL DUDLEY, 
In care of R. B. Smith, 2316 Gulf Building, Houston 2, Tex. 

(Copies to: Regional Manager, Houston District, VA: Dr. Johnson, Houston 
District, VA.) 


The Cuairman. Here [indicating letters] is a group of them from 
university presidents and from medical schools addressed to General 
Gray expressing what this veterans medical-program relationship 
means between the VA and medical schools. They are beautiful 
tributes to an interrelationship between the Veterans’ Administration 
and medical and ancillary forces working together. We have affirmed 
from these how dependent these medical schools are on this relation- 
ship. Itisa two-way street of benefit. Iam not requesting that these 
particular letters be introduced into the record. 

Of course, the proof of the value of the service rendered is that the 
veteran is so anxious to get into these hospitals rather than into civilian 
hospitals. I think their efficiency has a great deal to do with it. 

Mr. Sevpen. Admiral, I gathered from the t testimony given yester- 
day and today that 2,300 beds were closed during the emergency ? 

Admiral Boonr. 2,300 beds. 

Mr. Sewpen. Due to lack of funds? 

Admiral Boone. That is right. 

Mr. Sevpen. Will this $5 million, or, in effect, $6 million, upon 
which we are to vote today restore those beds? 

Admiral Boon. No, Mr. Congressman. The Bureau of the Budget 
is not willing for us to raise the ceilings on staff in the older hospitals 
over those existing before June 30, 1952, so this $5 million will in no 
way relieve that situation and will not provide any money for more 
staff, and it means the continued closure of these beds and the de- 
privation of that many veterans from hospitalization at the present 
time. 

Mr. Mainurarp. May I ask a question, Madam Chairman ? 

The CuarrkMan. The gentleman from California, Mr. Mailliard. 
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Mr. Mauu1arp. If I understand your whole testimony, Admiral, 
this question of whether these beds are to close or not to close comes 
down to a difference of opinion between the President and the Bureau 
of the Budget and your Department as to what it requires in staff to 
keep them open ¢ 

Admiral Boone. Yes; that is right. 

Mr. Maru1arp. I thought with the President’s policy being estab- 
lished you would be required to abide by it whether you agreed with 
it or not. I served in the Navy too, and that is the way we did it 
there. 

Admiral Boonr. We feel to the very best of our ability that we 
have complied with the President’s budget. In fact, General Gray 
is a military man also and he knows about carrying out orders and 
subordinating himself to these orders. 

Mr. MaiuuiArp. So it just comes down to a difference of opinion / 

Admiral Boonr. The interpretation and the application of the 
interpretation. ‘Certainly with our years of experience as military 
people we would not do other than subordinate ourselves to his orders. 

For 11 years I served Presidents of the United States as their 
physician, and nobody has greater respect for the Office of President 
or probably knows more about the relationship between the Presi- 
dent and his physician than maybe I do, and any relationship be- 
tween physician and patient is a beautiful relationship. As Mr. 
Hoover well said the night before surrendering his oflice to Governor 
Roosevelt, in his paying a very lovely tribute to me, “The relationship 
between a President and his physician is a sacred relationship.” I 
so regard it, and I do respect anybody who is Commander in Chief. 

The CuatrmMan. The Army and the Navy do not have the difficulty 
with their budgets that the Veterans’ Administration has. 

Mr. McNamara. If you asked the Army and Navy I do not know 
whether they would agree with that. 

Admiral Boonr. As Mr. McNamara has brought out General Gray 
appealed to the President. The budget was passed July 5. We gota 
report a few days later, and we worked on this from then until Sep- 
tember 27 with just about everything under the sun to save this situa- 
tion and then the general thought at times he had a chance for some 
relief in his conversations with the Budget Bureau and the President, 
and on September 27 he told a group of us we are going to get it. 
That was in the morning, and in the early afternoon he put his head 
on his desk and said, “Joel, we are licked. There is no relief. There 
is no way we can have a deficiency.” 

As Mr. McNamara has expressed here we cannot. There is no way 
unless we get a supplemental from the next Congress, and the Presi- 
dent said we would have to live with and make the best of funds as 
reduced by the Congress. 

The Cuarrman. Admiral Boone, I will say this for the man in the 
White House that there were no cuts. It was rumored that there would 
be, but there were no cuts. 

Are there any further questions? 

Mr. Secrest. I think this has been a very wonderful series of hear- 
ings. I think Admiral Boone has done a great job and is continuing 
to do so. If Mr. McNamara had been in his place he would have 
given every employee another patient, and more beds would have 
been closed. 
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The Cuarrmman. I think it has been a fine hearing. Thank you very 
much, gentlemen. 

Admiral Boonr. Someday I would appreciate it, because you are 
going to hear so much about it in your own ee if you could 
hear us on the hometown care program because those a » all service- 
connected veterans. 

Mr. Secrest. Madam Chairman, I hope we can have that hearing 
because I know the situation at home. As it is now if a veteran wants 
a tooth filled by the time he gets it done he needs a full set. 

Admiral Boonr. We can demonstrate all the details for the 
committee. 

The Cuatrman. We will set next Wednesday for the hearing. 

Before you go I would like very much to present to the committee 
and to the veterans, Commander J. Herbert White, commander of the 
American Legion, Department of Massachusetts, and the service offi- 
cer of the Department of Massachusetts, Timothy J. Buckley. These 

ire constituents of mine too, of whom I am very proud. They know 
the problem, and they are here to help the veterans. 

We are very proud of you too, Mr. McNamara. I realize your 
probjems. 

Mr. McNamara. I was here only to serve the committee, to try to 
make it aes and noncritical. It is not a pleasant assignment 
to have since the budget is always subjected to this kind of a situation, 
but as long as you work there I guess you just always are going to be 
a ted to that kind of thing. 

» CHAIRMAN. You spe ak much more frank ly than the budget 
itse if ‘mietké. 

Mr. McNamara. I do not know of any other way to deal with Con- 
gress. I find from experience that if you tell the Members of Congress 
the truth and they understand they will make an answer to an agency. 

The Cuairman. We need your help. 

Mr. McNamara. Thank you, Madam Chairman. 

The CHatrMAN. Thank you very much, Admiral Boone, Mr. Mc- 
Namara, and you other gentlemen. The committee will stand ad- 
journed until Wednesday ‘at 10 o'clock. 

(Thereupon, at 11:30 a. m., the committee adjourned until Wednes- 
day, February 25, at 10 a. m.) 





MEDICAL AND DENTAL PROGRAMS OF THE VETERANS’ 
ADMINISTRATION 


WEDNESDAY, FEBRUARY 25, 1953 


Houser or RepresENTATIVES, 
CoMMITTEE ON VETERANS’ AFFAIRS, 
Washington, oP er 

The committee met, pursuant to call, at 10 a. m., in room 356, Old 
House Office Building, Hon. Edith Nourse Rogers (chairman) pre- 
siding. 

The Cuairman. Admiral Boone, are you ready? I do not want to 
hurry you, but General Kearney has to go to a meeting of the Un- 
American Activities Committee. 

Will you proceed, please, Admiral Boone ¢ 


STATEMENTS OF JOEL T. BOONE, M. D., CHIEF MEDICAL DIRECTOR; 
JOHN D. BAKER, ASSISTANT DIRECTOR OF VETERANS’ ADMINIS- 
TRATION BUDGET OFFICE; JOHN E. FAUBER, D. D. S., ASSISTANT 
CHIEF, MEDICAL DIRECTOR FOR DENTAL SERVICE; AND JOSEPH 
N. PURKS, FIELD SUPERVISION DIVISION, VETERANS’ CLAIMS 
SERVICE, VETERANS’ ADMINISTRATION 


Admiral Boonr. My voice is better but it is not back to normal, 

The CHarrman. I think it does you good to testify. 

Admiral Boonr. Yes. Exercise may be beneficial. 

We asked the other day if we might begin at this session by making 
a presentation on the home town care program. But if I might try 
first to clarify a point that came up the other day in connection with 
Mr. McNamara’s testimony, I think it might be helpful to the 
committee. 

That was a statement that we had exceeded our estimated work 
load level last year as indicated by the President’s budget to the Con- 
OTeSS. 

You will remember the appropriation act was not passed until July 
5. On June 30 we had a certain number of staff personnel, and a cer- 
tain number of patients, and we would have had, if we had gotten 
our anticipated budget and not the reduction of $31 million, the nec- 
essary funds to pay all the staff that we had. 

To take care of the existing patient load we had to have the neces- 
sary staff. Had we dismissed the staff, which the Bureau of the 
Budget felt was in excess of what we should have, we would not have 
had enough personnel to take care of the patient load. 

That is approaching it from maybe the physician’s standpoint. 

I wish to read a statement presented to me by the top budget offi- 
cer of the Veterans’ Administration as of this morning: 

Appropriations made to the Veterans’ Administration for administrative pur- 
poses are in one lump sum, subject to certain restrictions, which are written into 
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the act, as well as apportionment by the Director of the Bureau of the Budget, as 
authorized by the antideficiency act. 

As long as the apportionments approved by the Director of the Bureau of the 
Budget as well as the limitations placed by the Congress are not exceeded, the 
Administrator has full authority to utilize these funds in such manner as he 
feels is necessary to administer the laws imposed on him by the Congress. 

Adjustments between programs are being constantly made, as changes occur 
from time to time from the estimates as submitted. 

Now, I think I brought this out before, but I think it needs empha- 
sizing, as I read in the ‘debate on the floor of the House when the sup- 
plemental was under consideration, we tried in every way to save a 
reduction in force in order to take care of our patient load requirement. 

Through the period of July 5 until early October, we had made 
every effort—I say “We,” of course, the spokesman being the Adminis- 
trator—with the Bureau of the Budget, the Director of the Bureau of 
the Budget, and the President of the United States on several occa- 
sions, not only in conference but by written communications. As Mr. 
McNamara said very properly the other day, General Gray exerted 
every effort to meet this situation and fought hard to get supplemental 
funds to meet the situation. 

It was well explained by Mr. McNamara why we could not meet it by 
deficiency funds, under the present legal limits. 

We had hoped to have even some other funds from other sources 
provided, 

I might say this: that in Mr. McNamara’s testimony it said when 
we asked for $16,700,000; and then later on, I think 6 weeks maybe or 2 
months later, we asked for $23 million, that the program had not 
changed whatsoever. 

In explanation of that differential in our request, we were trying to 
retain the staffs in our older hospitals, which are those in being prior 
to January 1,1952. We were trying to hold our lines in the hometown 
care program and avoid this huge backlog which was growing, dental- 
wise, and which you will hear about very shortly. 

So that there was this differential, not in program but in require- 
ment of obligation to meet these situations. And that the differential 
was between 16.7 million and 23 million. 

On the 29th of September, the Administrator received a letter dated 
the 27th of September. In it the President said he had reviewed all 
the requirements in the situation, and we would have to try to live 
within funds available. He discussed it with the Director of the 
Budget, and it appeared that we would have to try to live with this 
budget cut, and the President hoped we would try by every means to 
live within it. 

The President said if we could not meet it, we could only have funds 
by supplemental appropriation and that could only occur when the 
Congress returned. And if we could not administratively meet it, 
then he would support a supplemental (which we did) and in the 
amount of $5 million. 

After making every effort administratively to meet it, we found by 
November, after getting reports from field stations, and having ap- 
plied our reduction in force, that we couldn’t carry on without di 
tional funds. 

On the 30th’ of September, a TWX which I inserted in the record 
the other day, instructed the field that they must meet this situation, 
and that we had to make this reduction in force. It was left to the 
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managers to make the determination locally, and to select the personnel 
they should discharge. They were specifically instructed in paragraph 
4 of that TWX that they had to report any surplus physicians, nurses, 
dentists, and dietitians to the central office. 

Then a supplemental letter went out, under date of October 10, in 
greater detail. 

General Gray, in authorizing the Chief Medical Director to have the 
control given to the managers to make these reductions, made one 
stipulation only, that it would be in the hands of the manager except 
that he could not eliminate a program. In other words, he could not 
just say, “Cut out all chaplaincy service, or all occupational therapy. 
He had to make sure it was all covered, even in the most minimal way. 
But that was the only injunction. 

I hope that will clarify that situation and what we are up against 
and what we are trying to save. We are trying to provide medical 
care for the patient load that we have. 

The CuHairman. Admiral Boone, is not one of the most important 
things that you have to accomplish the increase in the 1954 budget / 
Because this $5 million would not amount to anything if they are not 
going to increase it. Fifteen million dollars would not amount to 
much if they are not. 

Admiral Boonr. One member the other day said I suggested $10 
million. I do not think this committee has any record that I _ 
made any suggestion of any sum of money. I have not discussed i 
with an ybody as to any sum of money. I have said if I had more 
money I could use it, and I have explained how I could use it. But 
there was no stipulation of any sum of money, and that was an inad- 
vertent error, I am sure, in the Congressional Record. 

The Cuamman. What many people do not understand is that a man 
who is hospitalized for non-service-connected nes if he has a 
service-connected disability he is still carried as a non-service-con- 
nected case. A great many people clo not venlipatbat. 

Admiral Boonr. Madam Chairman, you have asked me, if we had 
$5 million more; what would it cover? 

I have answered that by letter to you that such a sum would restore 
the 2,500 beds that are unoccupied due to this reduction in force; that 
is, up to June 30, 1953. 

The CrairmMan. Without objection, we will have that letter in these 
hearings. 

It is so ordered. 

(The letter referred to follows:) 

VETERANS’ ADMINISTRATION, 


Washington, D. C., February 20, 1958. 
Hon. EpirH Nourse Rocers, 


House of Representatives, Washington, D. C. 

DEAR Mrs. RoGer: Reference is made to your telephone request this date 
concerning cost of restoration of the operating beds lost in Veterans’ Administra- 
tion hospitals as a result of budget ary reductions for fiscal year 1953. 

Cost of restoration of the 2,288 beds where urgently required would be approxi- 
mately $14 million for the entire fiscal year 1953. Since it would be impossible 
to restore these beds for the full year, it would appear that approximately $5 
million would be required for the balance of the current fiscal year. This should 
not be interpreted to mean that we could continue operating these beds during 
fiscal year 1954 since there are no funds carried in the President’s budget for 
them. Increasing costs due primarily to increasing personnel requirements indi- 


cate that approximately $15 million will be required for this group of beds during 
fiscal year 1954. 
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I feel it only proper to advise.you of some of the danger points which are 
developing in the medical program as a direct result of continued absorption of 
budgetary reductions and the increasing demands of modern medicine in order 
to provide proper care. A few examples extracted from our recent review of 
the effects of the reduction in force in VA hospitals are cited for your infor- 
mation: ; 

(a) Inereased elopements, accidents, and combative behavior of psychotie 
patients ; 

(b) Evening and night coverage by ward personnel completely inadequate— 
one person to service several wards or buildings ; 

(c) Proper security measures cannot be provided ; 

(7) Clinic appointment schedules for patients cannot be met; 

(ec) Physical needs of infirm and geriatric patients cannot be met—bathing 
schedules, linen changes not made when required ; f 

(f) Certain specialized treatment procedures drastically reduced or eliminated 
entirely—insulin shock therapy, physiotherapy and hydrotherapy ; 

(7) Use of new drugs and therapeutic procedures require more personnel than 
available to provide necessary care; and, 

(h) Extra work assignments necessitating employment of professional and 
ancillary personnel in excess of normal workweek with no compensation or equiv- 
alent time off. 

I believe the information furnished herein will be of value with respect to a 
clearer understanding of my growing concern over the present and future out- 
look for the veterans’ medical care program. 

If I can be of any further assistance to you or the members of your committee, 
please do not hesitate to call me at any time. 

Very truly yours, 
J. T. Boone, 
Vice Admiral (M. C.), U. S. Navy, Retired, 
Chief Medical Director. 

P. S.—Patient stay is lengthened when staffs are materially reduced. 
Work-up on patients cannot be accomplished expeditiously. Unusually pro- 
tracted periods are required for X-ray, laboratory, and other clinic procedures, 
Necessary clerical work because of reduced forces is delayed in accomplishment, 
All these factors tend to lengthen patient stay; therefore fewer patients can 
be cared for and larger waiting lists develop. Modern science has extended the 
life span, and with our older age group of beneficiaries, it can readily be fore- 
seen that hospital in-patient days will multiply as a consequence thereof. 

The CHatrMan. It is in the Congressional Record now, but I think 
we will want it in these hearings. 

Mr. Evrns. Admiral Boone, according to Congressman Thomas’s 
statement on the floor the other day when the amendment was up to 
increase the appropriation for hospitalization and medical care, he 
stated that the President sent up an estimate for hospitals in the sum 
of $5 million, and that that full amount was provided, and that the 
entire amount requested was provided, and that no additional funds 
were therefore needed, or none were denied. 

Is that an accurate statement of the situation ? 

_ Admiral Boonr. Mr. Congressman, that $5 million will take care of 
just four things, which we outlined the other day. It will provide, 
one, the necessary staff to open the hospitals which must come into 
being this year, as ordered by the Congress; two, it will provide for 
equipment for those hospitals; three, it will provide for more fees to 
consultants and attendants which were reduced. These professional 
people augment importantly our staffing; fourth, it will provide for 
travel to move staff personnel from one assignment to another assign- 
ment, and for supervisory travel for hospitals and regional offices, for 
our consultants and for the full time staff in carrying on the home- 
town care program. 
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The supplemental bill makes no provision for restoring the staffs 
in the older hospitals, those in being before January 1, 1952. It does 
nothing for the home-town care program, medic al- or dental-wise. 
And you will hear a very alarming picture on the dental problem in 
a few minutes. 

Mr. Evins. How long would you estimate that the 5 million would 
last for these purposes ¢ How long would it carry you? 

Admiral Boonr. The one in the re eg al? 

Mr. Evins. The $5 million that he refers to, that was requested in 
the recently passed supplemental appropriation bill. 

Admiral Boonr. Until June 30 this year. 

Mr. Evins. June 30 of this year ¢ 

Admiral Boone. That is right. No carry-over whatsoever. 

Mr. Evins. There is also the implication that the funds would be 
used—— 

Admiral Boonr. And for those things that I just enumerated, too, 
may I add, sir. 

IMPLICATIONS 


Mr. Evins. Funds would be used for other purposes—purposes 
other than for hospitalization and medical care of veterans? 

Admiral Boonr. Yes. I read in the hearings also that from the 
$5 million we were to provide contract hospit: alization in the Naval 
nee al, Philadelphia. That would reduce the amount available 
for the specific purposes. 

Mr Evins. Would you give the committee a statement as to any 
contingent fund or transfer fund that you may have. There were 
statements made on the floor recently that there were ample funds 
held by the VA which you could switch from one place to another 
to take care of hospital needs if necessary. 

Admiral Boonr. May I ask Mr. Baker to answer that question, 
please? It isa fiscal matter. 

Mr. Baxer. Madam Chairman and Congressman, the total funds 
for the medical care and domiciliary program during the current 
fiscal year are approximately $670 million, all of which is earmarked 
for that program only and cannot be used for other programs, nor 
can other program funds be transferred to that. The $5 million that 
is in the supplemental for medical care would be in addition to that 
$670 million, But there are no other funds of any nature that are 
available for transfer into that, other than what is carried in the ad- 
ministration, medical hospital, and domiciliary services appropria- 
tion. 

Mr. Evins. That would give you $675 million. 

Mr. Baker. Approximately, sir; yes. 

Mr. Evins. And there is no authority which you know of in the VA 
to transfer any other funds for this purpose ? 

Mr. Baxer. Not that I know of; no, sir. 

Mr. Seupen. I would like to ask the admiral a question. Admiral, 
how many additional beds will these new hospitals provide, these new 
ones that will be opened under this supplemental appropriation ? 

Mr. Martrnews. Twenty-six hundred, I think he said. 

Admiral Boonr. When fully activated the 12 new hospitals will 
have a total of 7,789 beds. 
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Mr. Sevpen. Thank you, sir. That was the information I wanted. 

Mr. Ayers. Admiral eon 1e, have you had occasion to read the de- 
bate which occurred on the floor the other day regarding the Teague 
amendment ? 

Admiral Boonr. I have read most of it, 

Mr. Ayers. Well, I think it was the consensus of many of us, par- 
ticularly those of us who were members of this committee, that the 
vote was not made on whether or not the veterans were entitled or 
whether or not the Veterans’ Administration was entitled to the addi- 
tional $10 million, but the vote was decided on whether or not you had 
confidence in General Gray. 

Now that, to me, was not the issue. However, I do not believe that 
we will get any constructive legislation through for veterans so long 
as the majority of the Congress does not have confidence in the Ad- 
ministrator. That may be a brutal statement, but I think it is the 
truth of the matter. And I think that many of the members of this 
committee have the same feeling. 

Now, what can we do to restore confidence so that we will get enough 
votes to get legislation through to the help the veterans? 

Admiral Boonr. That is a hard question for me to answer. I might 
say this, Mr. Congressman. I was brought into this picture, as I said 
the other day, against my wishes and will, but if I passed it up I would 
have failed a great public service, I think, and the greatest opportunity 
that can come to a physician to serve his country in such an important 
way, through the veterans. 

l didn’t know General Gray well, as I said the other day when I 
was appointed. I have gotten to know him very well, because it is 
2 years Saturday since I entered my present job. He has given me 
excellent support. He has not only sup yported me, he has abided by 
the stipulations agreed to, which I enumerated the other day, all three 
of them, completely. He has, in this reorganization which has been 
proposed, gone far beyond what anybody thought he would in what 
some may regard as favoring medicine. He has strengthened, in his 
proposed plan, the Department of Medicine and Surgery and the Chief 
Medical Director, because he has put in one basket everything that 
deals with the medical program directly under the control of the Chief 
Medical Director. 

That plan was insisted upon before the Humphrey committee a 
few days after I came into office, when there was then an investigation 
being conducted by the Senate, as you will remember. 

I came into my job when the place, I felt, was on fire. The first 
thing I knew I had to do was to try to put out that fire. I knew 
there was suspicion, lack of confidence, in people, in things, in mis- 
sions, and I had to set forth to try to reestablish a confidence in top 
leadership down into the subordinate positions and the field. 

| had to try to get confidence in the Chief Medical Director, who 
was not well known in relation to the VA, though he had a long mili- 
tary career 

I have given a great deal of attention to public relations. I have 
traveled a lot to become personally familiar with my responsibilities, 
and for other reasons. 

I believe a lot of progress has been made, not only within the medical 
and ancillary groups, even though there is still criticism, some criti- 
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cism from certain elements, but among the veterans’ organizations 
excellent support has been attained. 

I have had most beautiful letters from the commanders, I think 
all the present commanders of the larger veterans’ organizations. I 
had the great delight of seeing the head of the Spanish-: A merican 
veterans, who came in to see me the other day, saying he wanted only 
to express appreciation to the Administrator for the splendid service 
rendered the Spanish-American War veterans. I attended an evening 
party of the AMVETS last night, and it did my heart good to hear 
what they seemed to feel toward what has been accomplished. So, 
in reviewing the past 2 years, I feel a great deal has been accomplished. 

Mr. Ayres. That may be, Admiral. 

Admiral Boone. But may I say this? 

Mr. Ayres. Yes. 

Admiral Boonr. I think General Gray has provided able leader- 
ship. As a physician, I know, no matter what the physician does, 
there are times when he is not appreciated by the patient. Sometimes 
he is appreciated by the family during the time he renders service, 
but at the conclusion, when the bill comes in, many times he is not so 
well appreciated. 

Now, because I have worked so close to him and I have been aware 
of these castigations of General Gray, I regret them very deeply. 
They make my position much more difficult. If there was not this 
deducted lack of confidence in the administration in some quarters, 
as you said, and as you referred to, my duties and obligations to the 
veterans and my country would be certainly very much furthered. 

Mr. Ayres. You can appreciate, Admiral, what we are up against. 
We only needed to switch 11 votes the other night. And I personally 
am quite confident that the gentleman from Texas, Mr. Thomas, 
in his old-fashioned Methodist-revival presentation, swung that many 
votes. 

The statements he made were very damaging. Because I talked 
to several members outside of this committee who wanted to vote for 
the appropriation, but after Mr. Thomas’ speech they were inclined 
to agree with him. 

Admiral Boone. Well, Mr. Congressman, I have the confidence, as a 
physician, and have had these 40 years, of a great many people. 
When a confidence is given me I respect it. 

Mr. Marrnews. May I say this? I would just like to make this 
observation for the record. 

I certainly agree with the gentleman, Mr. Ayres from Ohio, to 
this extent: That I sincere ly believe some of the votes were changed 
by that personal feeling. But I think, and I am addressing myself 
pretty largely to the ladies and gentlemen of this committee, that 
some votes were changed by reason of Congressmen wanting an escape 
mechanism. And I will make this prediction, whether it is General 
Gray or whoever is head of the Veterans’ Administration, we are 
voing to always have a tendency to try to find some escape mechanism. 

In other words, the laws are passed providing certain benefits, and 
the money is not available, and the reason the money is not available 
may be this or that, but many times, I think the main reason it is 
not available is that it just is not appropriated. And then you have 


this pull. 
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But I want to say this, as a freshman member of this committee, 
that I have known the head of this Veterans’ Administration as just 
a private citizen for several years. I had reason to appear before 
him. And I am inclined to push this other angle. My own feeling, 
on the floor of the House, the way this matter was prese nted the other r 
day, was that I did not conclude it was due to any fault of General 
Gray’s adjudication. I am not saying that any ‘gentleman is per- 
fect. It was that certain benefits had not been appropriated by 
Congress and the money just had not been appropriated to make those 
benefits available. Sometime I would like to see us come to grips with 
some of these great problems, that are not pre oblems of Admiral Boone 
and General Gray, as to just how far we can go with this program. 
I am willing, and I believe you ladies and ge ntlemen of the committee 
are willing, to take the problems to the veterans and ask them to ac- 
cept their responsibilities, whi ‘h I know they will. 

But, again, I want to say that my feeling as to that discussion - 
other day was that there were a lot of Congressmen, and I do not ss 
this in a mean or critical sense, that were looking for an ese ons 
mechanism. 

Admiral Boonn. Mr. Congressman, I feel, as you have just inferred, 
oreat faith in the veterans. I have lived with them, fought with them, 
been in the trenches with them. I have fought with them on land and 
on the sea. And I have such faith in the veterans of this country that 
I know that when the chips are down and this Nation cannot afford to 
meet the requirements of the laws of Congress which to this point 
they have so generously provided, then the veterans, because they 
know what sacrifice is and have demonstrated it, that they will be the 
first to voluntarily forego those benefits. 

Mr. Marruews. I believe that. 

Admiral Boone. I also would like to say this: that I think the ques- 
tion put to me might be fruitful if a similar question, based on what 
lies between two people, might be asked of General Gray. 

Mr. Ayres (presiding). The gentleman from (¢ ‘alifornia ? 

Mr. Mariurarp. I would like to say that in the discussions the other 
day there was something a little bit finer than has been suggested 
by you and the gentleman from Florida, that there was a question of 
confidence, that if this money were provided in addition to the re- 
quest, whether it would actu: ally be spent as I think we wanted it to 
be spent on hospital care for the veterans, or whether it would be 
somehow absorbed in administrative overhead, field representatives, 
Veterans’ Administration salesmen, and so on, throughout the coun- 
try. 

I personally believe that if all the Members of Congress had been 
satisfied that that $10 million would have gone to the medical services 
alone, the appropriation would have been passed. 

Now, I would like to ask the admiral a couple of questions arising 
out of his testimony the other day. I got the impression that some- 
how the admiral felt that he was being required, under existing ap- 
propriations, to provide—well, this may be the wrong word, but: let 
us say “second class care.” I raised the question that it seemed to me 
then, from the evidence presented to us, that orders had been given 
by the President to provide a certain number of hospital beds with a 
certain amount of money and a certain amount of personnel. 
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Admiral, do you feel free to say why it is that this difference of 
opinion exists between two elements, apparently, of the executive 
branch of the Government? It is a little hard, it seems to me, for the 
Congress to judge, unless the administration of the executive branch 
comes in with an agreed upon standard that is to be observed in the 
Veterans’ Administration. 

Admiral Boonr. Mr. Congressman, I shall try to answer that ques- 
tion, and with the forthrightness with which I have been dealing 
throughout these hearings, to be as helpful as possible. Before I do, 
because of your seeming doubt, that the money which will be appro- 
priated might not be used for the purposes intended, let me say this. 
I have confidence in General Gray that he would use it for the purpose 
intended. If it came under my jurisdiction, I shall guarantee to the 
Congress, it will be not diverted. 

I stated the other day, and I think it would be timely to repeat 
that statement 

To avoid future difficulties it is suggested tha> the wishes of the Congress be 
expressed in clear and unmistakable terms as to its desires pertaining to the 
medical and hospital program. 

Now, going to the other subject, Mr. McNamara and I get along 
very well in a personal way, but we have official differences of opinion, 
and some of them cannot be resolved. here is one basic one. I said, 
in Mr. McNamara’s presence, [ have never been a party to practicing 
the minimal standard of medical care. He himself has said, in a 
hearing before the Bureau of the Budget last year, shortly after 1 took 
office, that the VA was practicing too elaborate a system of medical 
care, and that all we were expected to provide was a minimal standard 
of medical care. I said, “I shall never be a party to such practice. 
I never have been, and I am not going to do so in this period of 
my life.” 

Mr. Matiurarp. Then, Admiral, am I right in assuming that the 
actual reduction in available beds which resulted from the money 
that was appropriated was really your insistence that if you were 
going to have to cut down financially you would cut down on quantity 
and not on quality? Isthat right? 

Admiral Boonr. That is right. General Gray and I made that very 
definite policy, that to meet this budget cut we were going to be most 
conscientious and try to live within it, but we would apply it by 
quantity limitations—not quality. 

But as of now, and in connection with this letter that the chairman 
of this committee has seen fit to ask you to inject into the record, it will 
definitely demonstrate some specific examples of what has happened. 
It will assure you that quality has now been very much diluted. And 
it will continue to be diluted if we have to maintain the standard in 
the older hospitals with the ceilings that are now allowed us. 

Mr. Evins. If the services have been diluted, Admiral, it is because 
of a budgetary policy established, is that not correct 

Admiral Boone. It is a consequence. 

Mr. Evins. Yes, it is a consequence of a reduced budget. 

Admiral Boone. I want to say, Mr. Congressman, if I may, please: 
I inherited this modern program from General Hawley, who was the 
Chief Medical Director with General Bradley, and then from Dr. 


Magnuson as my immediate predecessor. They could not accept a 
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concept of the Bureau of the Budget, which I am going to explain. 
And I cannot accept it either. 

Mr. McNamara said that until we accept his concept we cannot agree 
on the basic element of provision. And that is this. He insists, as 
representing the Hospital Section of the Bureau of the Budget, that 
we predicate our budgetry on patient load. The VA insists it must 
be on operating beds. You can’t pick up a staff for tonight’s require- 
ments that you didn’t have this morning. You have to have beds to 
meet the requirement. You have to have the staff to take care of the 
fluctuating patient load. It is unrealistic to predicate our staff re- 
quirements on patient load rather than authorized operating beds. It 
can’t be applied practically. And we insist, as did my predecessors, 
that we could never accept his preface. 

Mr. Maiau1arp. That would be a budgeting on the basis of your 
average daily patient load throughout the year ? 

Admiral Boonr. In establishing the sum of money and staffing 
levels, in the President’s budget, the Bureau of the Budget controls the 
number of operating beds. Patient loads resulting from bed allow- 
ances fix the ratios we discussed the other day. 

I read a report by the special advisory group on neuropsychiatry, 
which includes the top men of the country, Dr. Karl Menninger of 
Topeka, Dr. Edward Strecker of Philadelphia, Dr. Murray, and a 
great galaxy of them. They are very concerned about the deteriora- 
tion in the care of the neuropsychiatric veteran due to this ceiling and 
this low staffing ratio. They say we cannot maintain care of any 
adequacy with such a ratio as we are forced to have now. The VA is 
operating on a 1.1 ratio of staff to patient. The Bureau of the Budget 
insists they want us to operate with less. 

Those are basic things. I ama physician giving patient care. As 
your family doctor, if you are sick, or if your children were sick, you 
would expect me to give the very best kind of service. If laboratory 
tests or X-ray were necessary or if a surgeon was called in, you would 
not want me to say, “I cannot do these things because you do not 
have the money.” It would be up to me to find some way to meet that 

situation. Iam trying to apply those concepts and that philosophy to 
this job. It is the only way I know how to do it. 

Mr. Prowry. There is a VA hospital in my district, Admiral, and 
naturally, when these reductions were made last fall, I received many 
telegrams and telephone calls from veterans’ organizations through- 
out the State, and I was very much concerned. I made a personal visit 
to this hospital and found that the number of beds had been reduced 
from 250 to approximately 200, and my investigation revealed that 
the average peak load, over a period of several years, was about 180. 
Now, there was no great problem insofar as that particular hospital 
was concerned. Some of the employees were laid off, but no nurses 
or doctors, and there was no backlog of patients waiting to be admitted. 
If the situation at this particular hospital is characteristic of that 
prevailing at other hospitals throughout the country, no hardship 
whatsoever has been inflicted upon deserving veterans. 

Admiral Boonn. Mr. Congressman, I know whereof you speak. I 
have been there twice. It is at White River Junction, the one VA 
hospital in Vermont, doing a magnificent job under handicapped cir- 
cumstances. The reduction in beds w as made following a study of 
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each hopsital during which patient potential, past year patient loads 
and demands were “carefully evaluated. That hospital is affiliated 
with Dartmouth, at Hanover. The hospital staff and the consultants 
are outstanding professional men. 

We are, however, up against a very difficult situation, much to my 
distress. The patient care is being interfered with. The training 
program is being interfered with. : 

Mr. Proury. Well, may I interrupt you there? That was not the 
impression I obtained after a personal investigation and quite ¢ 
lengthy discussion with officials at this hospital. I do not wish to sug- 
gest that the management of the hospital expressed any views whatso- 
ever in conflict with yours. They told me of adidtional facilities 
which were needed and I think they fully justified their views in this 
respect. The services rendered by this hospit: il have been outstanding, 
and I know that the administration is very anxious to do an even better 
job. I have talked with many veterans who have been patients at 
the hospital and almost without exception they have been very lavish 
in their praise of the care which they received there. My own impres- 
sion as a result of my investigation of the situation at the VA hospital 
in White River Junction, and IT am not speaking with a professional 
background, is that this hospital will continue to render excellent serv- 
ice with its present facilities, but I sincerely hope that it will be pos- 
sible to expand these in the not too distant future. 

I think some of the statements concerning a lack of confidence in 
General Gray have been exaggerated. I don’t feel that way. I have 
confidence in General Gray, and I have confidence in you, sir. I 
always have had. But I think the people of the country generally 
feel that every department and agency of the Federal Government, 
under present circumstances, must eliminate all unnecessary expendi- 
tures. 

We have got to leave undone some things that might be desirable, 
highly desirable, under more normal circumstances. 

I think we must recognize that veterans are taxpayers. They are 
just as much concerned with maintaining a sound economy in this 
country as anyone else. And I just feel that whatever it is the De- 
fense Department, the VA, or any other agency or organization of the 
Government, we have got to make a strenuous effort to eliminate un 
necessary expense. 

That means that we perhaps cannot do some things that we would 
like to do, but I think we have got to be realistic. 

Admiral Boonr. Mr. Congressman, I would not in any way ad- 
versely reflect on the fine professional care given patients at White 
River Junction. But they are handicapped as to space. We have 
been trying to get another clinical building there, and we are having 
great difficulty. It needs it badly. The bed provision now approxi- 
mates patient demands, 


Mr. Provury. It probably does, sir. But they can get along for 
the present. We are not talking in terms of the overall future. 
That is my point of view. And also, while we are on the subject, I 


would like to ask you one other awaken. I raised it when you were 
here once before. That is concerning the length of time that the 
patients remain in the VA hospitals, exclusive of the NP and TB 
patients, who, of course, have to remain there for long periods. But 
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as I recall it, you said the average stay of a patient in a private hos- 
pital was 8 days and in the VA it was 30 days. I am just wondering 
if somehow the period the GMS patient remains in VA hospitals 
could not perhaps be reduced to 16 days or scpdiiies ‘of that nature. 

Would that not ease your situation? Would that not make it 
possible for you to handle more beds without increased expense ? 
Would that not materially reduce your patient load? 

Admiral Boonr. Mr. Congressman, one of the members of the 
committee used the figure 30 and 8, and we confirmed those figures. 
You are speaking about general medical and surgical patients as 
to patient’s stay. But instead of getting better, it gets worse, when 
our ceiling is reduced and we don’t have adequate staff, as this letter 
Mrs. Rogers has will indicate, showing lengthened stay, when you 
have long delays in getting reports from your laboratory, your X-ray, 
getting your histories taken, and getting your clerical work done. 
Your force being reduced adds To your patient’s stay. 

We are very anxious to get it down, because the longer the patient’s 
stay, the longer other veterans are deprived of hospitalization. The 
faster the turnover, the more patients can be treated. And we are 
anxious to accomplish that. 

Mr. Proury. Well, private hospitals are understaffed in many re- 
spects. They are having their problems, too. 

Admiral Boonr. But before admission and after discharge they 

looked after by their private physician. Cases are worked up 
before admission. They are all ready for surgery. And in the pri- 
vate hospital, as soon as ~ patients can get his feet out of bed and 
stand on the floor, they can be taken back home for convalescence. 
We don’t have that ciaidilioe We must rehabilitate them there in 
the hospital. 

Mr. Prouty. But you are making a very definite effort to speed 
up the period of convalescence ¢ 

\dmiral Boonr. Oh, we are very anxious to reduce this length of 
patient stay, very anxious. I want to provide the maximum hos- 
pitalization numerically and the best we can afford for needy veterans. 
[ will provide a statement concerning this matter. 


LENGTH OF STAY IN VA HOSPITALS 


The American Hospital Association has reported that during 1951 the average 
length of stay of patients treated in general and special short-term hospitals.’ 

During fiscal vear 1952 the average length of stay of all general medical and 
surgical patients discharged by the VA was 29.6 (or almost 30) days.’ 

The reasonableness of the difference between the VA and non-VA hospital 
experience has been questioned. 

I should like to introduce the attached paper which was prepared in November 
1951 and published in Hospital Management in February 1952 (vol. 73, No. 2). 

This article describes length of stay, explains what it is, and what it is not. 
In addition it indicates certain of the things we have done to stay abreast of this 
problem. 

In addition, I should like to add that the short-term general hospital with an 
average stay of 8 days is not similar to the VA GMS hospital which treats long- 
term GMS patients as well as tuberculosis and NP patients. 

Although the average length of stay of GMS patients was 29.8 days half of 
those discharged spent less than 18 days in hospital. 





‘Reference: Administrator's guide issue of Hospitals magazine (June 1952, pt. II). 


* Reference: Annual Report, Administrator of Veterans’ Affairs, 1952, p. 155, table 9, 
and text pp. 20 through 23. 
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A special study of this matter conducted during the first 3 months of 1952 in 
dicated that for all GMS patients admitted during that period 2.9 percent were 
discharged within 2 days, 18.4 percent were discharged within 3 to 8 days, 22.6 
percent were discharged within 9 to 15 days, 15.4 percent were discharged within 
16 to 22 days, 11.5 percent were discharged within 23 to 30 days, 9.2 percent were 
discharged within 31 to 40 days, and only 20 percent had spent or will spend 
more than 40 days in hospital. 

In other words, applying these facts to our experience for all of last year 
(1952) when 396,344 GMS patients were admitted, 11,500 patients stayed 2 
days or less 72,900 patients stayed 3 to 8 days, 89,600 patients stayed 9 to 15 
days, 61,000 ,atients stayed 16 to 22 days, 45,600 patients stayed 23 to 30 days, 
36,500 paticats stayed 31 to 40 days, and 79,800 patients stayed more than 40 
days. 


FACTORS CONCERNED IN THE CONTROL OF LENGTH OF STAY IN HOSPITALS 


(Prepared by central office staff of Department of Medicine and Surgery—Pub 
lished in Hospital Management, vol. 73, No. 2, February 1% 





Within the last few years much concern has been voiced with regard to a 
presumed significance in the difference between the duration of hospital care 
given to patients in VA hospitals as compared to that given in private hospitals 
The difference that has caused all this concern is a matter of record, so it is 
pointless to deny its existence. It is very important, however, that three ques 
tions be answered before attempting to draw any conclusions: (1) What is length 
of stay, (2) who are the patients being treated in the different hospital systems, 
and (3) how are the patients being treated? 


LENGTH OF STAY 


Ordinarily the term “length of stay” is considered to mean the average numbet 
of days spent in hospital by a group of patients from admission to discharge 
It is derived by adding together the number of inpatient days for all patients 
discharged during a particular interval and dividing by the number of such 
patients. This measure is a mathematical one and quite often has little mean- 
ing in actual observation. No single. patient may have experienced this par- 
ticular stay, and no two patients whose experience is included in the compu 
tation of the ratio may have the same disease or be similar biological entities in 
terms of such factors as age, physical status, et cetera. 

To compare the length of stay of patients discharged from the same hospital 
during two different time periods, or to make this comparison for patients dis- 
charged from two different hospital systems, or to show the trend of this com 
puted figure for the same hospital system without paying attention to the charac- 
teristics of the patients whose experience is being so summarized, is to demon- 
strate differences which no amount of analysis can decipher and which usually 
result in erroneous conclusions. 

lor example, chart 1 shows the average length of stay of all patients dis- 
charged from Veterans’ Administration hospitals during each fiscal year from 

923 through 1950. The solid line represents the total experience of all patients 
discharged each year. The dashed and dotted line represents the VA experience 
with veterans of World War II, and the dashed line shows experience with 
patients with eligibilities that have arisen from service prior to World War II. 

This is an interesting picture. But what does it mean? The experience for 
all patients over this 28-year period moves up and down in response to all sorts 
of influences. In 1933 the so-called Economy Act restricted admissions of pa 
tients to VA hospitals, and so in 1934 a relatively higher proportion of the dis- 
charges had to be the longer staying patients who were admitted prior to that 
. year. Consequently, the length of stay increased. Immediately thereafter the 
repeal of this act brought large numbers.of patients into VA hospitals, many of 
whom could not possibly have stayed very long, and so the average stay went 
down. In general, it may be said that the average length of stay will usually 
decrease when there is any sudden increase in admissions—and conversely, if 
any restrictions are placed on admissions, length of stay goes up. 
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CHART 1 


AVERAGE LENGTH OF STAY OF PATIENTS DISCHARGED FROM VA HOSPITALS 
FISCAL YEARS 1923 = 1950 






Days 

150 

140 /\ 
130 / \ 
120 ee ae 
110 All Patients World War II ‘ 





4 

100 ™/ 
/ 
/ 

90 . 

80 

70 

60} 

50) _ 

40 my were: 
Vo “a 

30 Patients of 

20 World War II 

10 

o | 


1922 1924 1926 1928 1930 1932 1934 1936 1938 1940 1942 1944 1946 1948 1950 


Another observation: Subsequent to 1943 it appears that we have effected 
marked reductions in the average length of stay of all patients discharged. 
However, the length of stay of World War II patients discharged showed rela- 
tively no change over this same period. Moreover, the average length of stay 
of other than World War II patients actually increased precipitously through 
1947, and after that began dropping but still maintained a level above that for 
1944. Thus it is seen that while the average length of stay for all patients dis- 
charged showed a steady decline, the length of stay for each of the two major 
groups of patients comprising the total exhibited quite a different trend during 
the same period. This apparent inconsistency principally results from the fact 
that the proportion of relatively short-term World War II patients increased 
markedly over the past 7 years. This increasing proportion of patients with 
short stay assumed a more and more noticeable effect on the average stay ex- 
perience for all patients. 

At this point the question of computing either a turnover rate, or a ratio of 
admissions to operating beds, or an average length of stay, should be considered 
briefly. While each of these statistical tools represents a crude index which 
is useful for purposes of hospital management, it should be recognized that the 
average length of stay has important advantages over the two other commonly 
employed indexes. Principally, length of stay analyses can be made specific for 
the characteristics of the patient load which are believed to affect patient flow, 
such as, in the case of the Veterans’ Administration: Age or war, race, sex, and 
diagnostic class. A more refined analysis of turnover rates or the ratio of ad- 
mission to operating beds is usually not possible because of the fact that informa- 
tion on the characteristics of currently hospitalized patients, or of types of 
beds, is generally limited to the broad categories of medical services. 

As indicated previously, average length of stay serves as a crude index for 
purposes of hospital management. However, its usefulness and validity gen- 
erally are dependent upon the relationship between the computed figure and 
a statistic which refers to the expected length of stay of a group of current 
admissions, For example, the median length of stay for psychotic patients 
discharged from the VA hospital system is found to be about 70 days. That is, 
of all psychotic patients discharged, half of these patients were hospitalized 
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longer than 70 days. Compare this figure with that observed when a sample 
group of psychotic admissions are followed through their hospital experience. 
This type of analysis is generally referred to as a cohort study, Chart 2 shows 
the story for a sample group of patients with functional psychoses admitted to 
VA hospitals during April 1948 and followed for 2 years. It should be noted 
that although the median length of stay of those patients discharged is 70 days, 
almost one-half of these admissions were still in hospital at the end of the first 
year. A similar discrepancy is observed when the average length of stay of a 
group of chronic patients discharged in a period is compared with the expected 
length of stay of similar patients currently being admitted. For example, the 
average length of stay of psychotic patients currently being discharged is ap- 
proximately 114 years, whereas it is estimated the average expectation of stay 
for a group of current psychotic admissions is probably somewhere between 
8 to 10 years. 


CHART 2 


PERCENT OF FUNCTIONAL PSYCHOTIC PATIENTS ADMITTED APRIL 1948 
CONTINUING TREATMENT THRU APRIL 1950 
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COMPARISONS BETWEEN DIFFERENT HOSPITAL SYSTEMS 


The other matter which must be considered is the purpose for which various 
medical organizations have been established. The medical services of the 
Arined Forces are set up to provide complete medical care to military personnel, 
who because of illness, are incapacitated: for full active duty. Consequently, 
one of the functions of the military hospitals is to provide hospital care for 
relatively minor illnesses and for periods of convalescence. Again, at such 
time as a member of the Armed Forces is about to be discharged from the serv- 
ice for disability, the military hospital becomes an evaluation mechanism and 
so patients must of necessity be retained past the point where the purpose of 
their stay is purely hospital treatment. 
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A non-Federal private hospital, on the other hand, is established to provide 
in-patient medical care to a population who, in general, have other sources 
from which they can receive medical attention. When a civilian is ill enough 
to require hospital care, and can. afford to pay all or part of the cost, he generally 
is admitted to a hospital, accompanied or preceded by his physician who has 
an exact and immediate knowledge of the history and current status of the 
patient. Treatment can begin promptly and a whole series of economic factors 
are immediately put into play, the action of which tends to force the patient 
out of the hospital at the earliest possible moment. In addition, the patient’s 
physician is continuously available on call and can visit the patient at his home. 
Therefore, the convalescent period is usually not spent in hospital. 

Veterans’ Administration hospital services are somewhere between these two 
extremes. In most instances the admitted patient is a medical unknown. He 
has not been seen prior to admission, and he may have traveled a long distance 
to be admitted. The Veterans’ Administration is also bound by legal require- 
ments which make it very difficult to provide convalescent care outside the 
hospital. Moreover, the VA patient is discharged after receiving treatment for 
all disabilities which are amenable to therapy, not merely the one which acted 
as the precipitating cause for hospitalization. 

Under these circumstances, it may be expected, in general, that a patient 
with a particular illness will be hospitalized longest in a hospital of the Armed 
Forces and for the shortest period of time as a paying patient in a private 
hospital His stay as a Veterans’ Administration beneticiary would be some- 
where between these limits 

To go further, a Federal hospital is rarely directly comparable with a private 
hospital because each treats different types of patients. In the Veterans’ 
Administration there are institutions primarily for the care of mental or tuber- 
culosis patients, as well as G. M. and 8S. hospitals which, in many instances, 
have NP and TB services—facilities not usually found in the private general 
hospital. 


APPROACHES TO THE PROBLEM OF LENGTH OF STAY 


The Veterans’ Administration has been actively aware of the problem of 
length of stay since about 1945. Then, in the face of a rapidly rising demand 
for admission, bed capacity was expanding too slowly. The Veterans’ Admin- 
istration was forced to think about the length of time that general medical and 
surgical patients were retained in hospital. Certain steps had to be taken to 
reduce length of stay. <A policy was established which brought to the attention 
of the medical staff in hospitals the necessity of employing to the greatest extent 
possible the practice of placing patients on convalescent leave rather than of 
retaining them in the hospital until they were ready for discharge. 

More recently, the Hoover Commission and the Bureau of the Budget prompted 
a general Federal interest in this matter, and during the past year the Veterans’ 
Administration has worked with an interagency Federal committee seeking 
further to define both the problem and the methods for its resolution by means 
of surveys of selected Federal and private hospitals. 

The most meaningful way of proceeding is probably to describe a few of the 
things which were found at one of the larger VA G. M. and S. hospitals located 
in a large metropolitan area and to present a comparison of its experience 
with that of two excellent non-Federal institutions located in the same city. 
Since the time of this study, the fact that certain generalizations may be drawn 
has been established beyond a doubt on the basis of further investigation. 

In setting up the study it was necessary to face the problems which were 
mentioned earlier and answer some additional questions. First of all, what 
types of patients were going to be studied? It was necessary to define the 
study group in such a way that it would be reasonably certain that any differences 
which were observed might be ascribed to administrative or professional prac- 
tices in the care of those patients and not to extraneous forces. Consequently, 
it was decided to study the experience of patients for whom the clinical record 
indicated medical care was given for only one condition and whose hospital 
course was not affected by any major complications. 








MEDICAL AND DENTAL PROGRAMS FOR VETERANS 19] 


Chart 3 summarizes the findings for patients admitted for herniotomy in the 
selected VA hospital. Take a specific example: Case 1—a 37-year-old patient 
in the VA hospital. On the day of admission a workup, consisting of blood tests 
and urinalysis, was performed, and a chest X-ray given. On the second day 
serology tests were made, and surgery was performed. On the 10th day he was 
discharged. 

Case 4 was a 27-year-old male, admitted on a Thursday. For him, workup 
was not begun until the second day. X-ray was made on Saturday Sunday 
passed, and the patient was not operated on until Monday. He was discharged 
on the 12th day after admission. In this instance, there is some evidence of 
one of the problems which we face—mischeduling of the admission of the 
patient with respect to the availability of operating-room facilities, or with 
respect to the fact that a weekend will intervene between admission and initial 
surgery. It may be noted in the next to the last column that this patient lived 
only 20 miles from the hospital, and so any argument that he lived so far away 
that he had to be admitted promptly is not particularly pertinent. 


CHART 3 


LENGTH OF STAY EXPERIENCED BY HERNIOTOMY CASES 
IN A VA HOSPITAL 
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Let us look next at case 14, a 34-year-old male who was not operated until the 
10th day after admission. In this case, however, secondary diagnoses of arthritis 
and backache account for the lapse of nine full days after admission, during 
which various diagnostic procedures were performed, with respect to the second 
ary diagnoses. In this instance, note that the hospital placed the patient on a 
2-day pass midway through the diagnostic period, and in so doing made some 
attempt to reduce the cost of hospitalization. This pass was given on a weekend. 

A summary of this experience indicates that, out of 16 patients, 1 was operated 
on the second day after admission, 3 on the fourth day, 1 on the fifth, 3 on the 
sixth, 4 on the seventh, 2 on the eighth, 1 on the tenth, and 1 on the eleventh. 
With respect to length of stay, 1 of these 16 patients stayed 10 days, 2 stayed 11 
days, 1 stayed 12 days, 4 stayed 14 days, 3 stayed 15 days, 2 stayed 16 days, and 
1 each stayed 17, 18, and 19 days, respectively. 

Chart 4 refers to a municipal hospital in the same city. It will be noticed by 
comparison of the location of the shaded boxes in this table, to the location of 
similar boxes in the table pertaining to the VA hospital, that surgery was gen- 
erally performed sooner than in the VA hospital, although in only one instance 
did an operation occur on the day of admission. And in only two others did it 
ccur on the second day. 


CHART 4 


LENCTH OF STAY EXPERIENCED BY HERNIOTOMY CASES 
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The experience of a university hospital in the same city is described in chart 5. 
In all but four instances these patients were operated the second day after admis 
sion. In these four cases, operation occurred on the third post-admission day. 

The general conclusions to be drawn from the analysis of the herniotomy study 
have been demonstrated in almost all of VA’s special analyses. Another illus 
tration is a comparison of the same hospitals as above with respect to patients 


CHART 5 


LENGTH OF STAY EXPERIENCED BY HERNIOTOMY CASES 
IN A UNIVERSITY HOSPITAL 
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admitted for tonsillectomy (chart 6). The same situation is noticeable, but per 
haps in a much more striking way. The private hospital provided information 
on 12 patients, all of whom were operated the day of admission, and discharged 
the next day. Six of these patients were ward cases; six were private cases. 
All of the ward cases returned to the outpatient department for checkup 9 days 
after discharge. All of the private cases were given post-hospital care by their 
own physician at home or in his office. 

The story was much the same for the municipal hospital. Here, of seven 
patients, all were operated on the second day after admission, and with one 
exception were discharged the next day. All returned for checkup to the hospital 
outpatient department 1 week after discharge. 
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CHART 6 


LENGTH OF STAY EXPERIENCED BY TONSILLECTOMY CASES 1949 
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The question as to why operation in the municipal hospital was not on the day 
of admission, as was the case with the university hospital, is immediately raised. 
Here we begin to see the influence of one of the factors that lengthens stay in 
hospitals in the Veterans’ Administration system. These patients were unknown 
to the municipal hospital prior to admission, and they too had to be worked up 
to a greater extent than was the case for patients in the university hospital. 

In the top section of chart 6 is shown the experience of the Veterans’ Admin- 
istration hospitals for 20 tonsillectomy patients. The earliest day of operation 
for any of them was the third day. All of the cases except one were operated 
on either the third, fourth, fifth, or sixth day of hospitalization. Special diag- 
nostic procedures and additional diagnoses account, in a number of the cases, 
for some of this delay, as indicated in the “remarks” section of the table. 

Veterans’ Administration has explored another aspect of length of stay—one 
which may well be a significant approach to the problem, and one which it is 
possible for use in the central office through the medium of records received 
from VA hospitals. The VA medical records system is roughly the same as 
that for the other Federal medical services. At the time that a patient is dis- 
charged from hospital a copy of the abstract of the clinical record is received. 
From this the length of stay can be related to the established diagnosis or to 
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any other factors which seem of importance. An analysis of the patterns 
exhibited by VA general hospitals in discharging patients on various days of 
the week, has revealed some very interesting differences which point out that if 
the model of certain hospitals were adopted by others an improvement in length 
of stay would most surely result. 

In chart 7 can be seen a series of small bar charts, one for each of several 
hospitals. The records representing patients discharged from each hospital 
were accumulated over a period of 8 consecutive weeks, and were related 
back to the day of the week on which the patients were discharged. The graphic 
representation shows the percentage of all the patients who were discharged on 
the indicated day. The first bar represents Sunday: the second, Monday ; third, 
Tuesday; and so on. Observe, first, what is perhaps the best example. The 
upper right panel represents the VA hospital at Hines, just outside of Chicago. 
There is evidence here of a well-conceived and executed program for the dis- 
charge of patients which extends quite consistently over a period of 6 days, 
giving every evidence that patients in general are discharged as maximum hos- 
pital benefit is attained. The next panel to the right is that of the VA hospital 
in San Francisco. It will be noted that quite a difference exists here. Eighty 
seven percent of the patients were discharged on 3 days—Tuesday, Thurs- 
day, and Saturday. Next to Hines, this is probably the VA’s second best story, 
but there is room for improvement. Undoubtedly many patients discharged on 
Tuesday—and 32 percent of discharges occurred on that day—could have left 
the hospital on Monday. The practice at this hospital is to hold discharge 
boards on alternate days, Monday, Wednesday, and Friday, and their actions 
are represented by discharges on the following day. Another panel shows the 
story of the VA hospital at Indianapolis, and here, too, certain questions may he 
raised. Thirty-nine percent of discharges occurred on Tuesday, and there was 
a marked decrease in activity over the whole weekend, including Monday. 


CHART 7 


PERCENTAGE DISTRIBUTION OF DISCHARGES BY DAY OF WEEK 
FOR EIGHT CONSECUTIVE WEEKS 


Percent Fevcen 


Al Hospitals 





San Frenc/sco Y Indranapolls Y 
Z 





SMTWAFSSMTWHES SMTWRF SSMTWHEF S 
Day of the Week 








196 MEDICAL AND DENTAL PROGRAMS FOR VETERANS 


Chart 8 shows four major discharge patterns in VA hospitals. Most hospitals 
show increased activity on Fridays when a “push” is made to get patients dis- 
charged prior to the weekend. In addition, pattern III and especially pattern IV 
shows substantial Monday activity. 


CHART 8 
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Of course, there is a complementary analysis which must be set up. but this 
will take more time. This analysis would be of the pattern of admissions. On 
what days are patients admitted? How long does it take after a patient is 
discharged until the bed which he has vacated is available for a new patient 
1 day? Two days? In short, the entire cycle must be known if we are to 
determine whether or not there is the most effective possible use of beds. 


GENERAL CONCLUSIONS 


In conclusion, length of stay—that is, shortening length of stay—is a matter 
of establishing a state of mind in hospitals. It is felt that this must be done 
first before changes in practices or policies will have any effect. Data accumu- 
lated in the Veterans’ Administration's joint study with the Bureau of the Budget 
indicated the necessity for this quite clearly. For example, in a total of more 
than 200 case studies in 7 different hospitals, with a total stay of 6,994 days, it 
was found that 1,723 (25 percent) of these days were preoperative days, of which 
634, or more than one-third, elapsed between the completion of workup and 
surgery. It was found that 120 days were accounted for by the delay between 
the date of the discharge order or the doctor’s note indicating readiness for 
discharge, and the day on which the patient actually left the hospital. At ap 
proximately $16 a day, these presumed extra days will represent a substantial 
cost element; or, looking at it another way, represent a substantial number of 
bed days which could be made available for other patients. 

Some restraint must be exercised in attempting to shorten length of stay. 
If, by shortening length of stay, it is found that the readmission rate is in- 
creased, nothing has been gained. However, if length of stay is shortened in a 
legitimate manner by ceasing unnecessary procedures or eliminating needless 
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delays, progress is made. This is a matter which deserves—and which will 
get—a great deal of future study by the Veterans’ Administration. 

Hospitalization costs today are high, and the consequences of inactivity in this 
area are too great to pass over this subject lightly. The matter of length of 
stay should be included in the curriculum of our schools of hospital administra 
tion, if not in that of our medical schools. It is certainly a problem which faces 
hospital administrators, but which they alone cannot solve. 

Another purpose of the statistical study is to determine the facts which are 
pertinent to answer the allegations which have been made not only against 
Veterans’ Administration hospitals, but all Federal hospitals—the allegation 
that, since length of stay in Federal hospitals is longer generally than the 
length of stay in non-Federal hospitals, Federal hospitals stand convicted of 
inefficiency, bad medicine, and any other ill which may be fashionable at the 
moment. It cannot be denied that practices exist in VA hospitals which, if 
corrected, would result in a definite shortening of length of stay 

It is not possible to evaluate the experience of the Veterans’ Administration 
against that of any other Federal agency, or of any Federal hospital system 
against any non-Federal hospital or group of hospitals unless both systems have 
factors in common. Since length of stay is a figure which represents the end 
result of many factors working either together or against each other, it has 
absolutely no significance by itself as a measure of efficiency or effectiveness 
and certainly none as a basis for comparing different hospital systems, 

As a management tool, length of stay is of inestimable value. It should be used 
constantly and with progressively increasing effectiveness as we learn more and 
more about it—what it is, how it is derived, and how it can best be used. 

Mr. Proury. That is certainly what all of us want. 

Mr. Evins. Will the gentleman yield? I should like to ask one 
further question. 

Admiral, 1 want to commend you on the fine job you are doing as 
head of the medical service. We have in the district which I repre 
sent, an excellent NP hospital which is very efficiently run, which we 
think is one of your most efficient hospit: als, at Murfreesboro, Tenn. 
The VA is rendering a very fine service, and we are very proud of it 
and think a great “job is being done, and I want to make this 
observation : 

On this matter of criticism of the VA, here is a statement appearing 
in the Congressional Record I want to read: 

He [referring to General Gray] dug up $600,000 to pay for Booz, Allen & Ham 
ilton to look into reorganizing the VA. This Congress did not authorize him 
to spend one red cent of that $600,000. Where did he get it? Mr. Chairman, he 
could have opened up a tremendous amount of hospital beds with this $600,000 

That was one of the statements that was made in criticism of the 
diversion of funds: that this $600,000 could have been used for medi 
cal care and for opening up additional hospital beds. 

I wonder if you would care to make any observations on this state- 
ment ¢ 

Admiral Boonr. I could not before yesterday. The hearing before 
the House, as you know, was in executive session. The hearing yes 
terday, I understood, was open. This matter was brought out not only 
in the House but in the Senate Appropriations Committee hearing of 
yesterday. 

General Gray was asked, and it will be in the hearings, and it seems 
proper for me to quote in part. I shall ask Mr. Baker to supplement 
my statement about these funds. 

‘General Gray informed the Senate committee yesterday that he 
was ordered by his superior, the President of the United States, to 
have that management survey made. It was made on a competitive 
basis and Booz, ‘Allen & Hamilton were the successful bidders. Gen 
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eral Gray has stated that when he was ordered to have the survey 
made he was informed by the Director of the Bureau of the Budget 
where the funds would come from. Now, from that point, if I may, 
I will ask Mr. Baker to explain to you. 

Mr, Evins. I think, in all fairness to General Gray and the Veter- 
ans’ Administration, that the committee is entitled to have this infor- 
mation when a charge is made that he was improperly diverting funds. 
We have been told that General Gray was directed to do so by the 
President of the United States. 

Mr. Baker. Mr. Congressman, the $605,000 this survey cost was 
paid out of the appropriation for administration, hospital, and dom- 
iciliary services for fiscal 1951. It would not have been available for 
use after the end of that fiscal year under any circumstances, because 
those funds are annual appropriations, and they are lapsed for 
obligation purposes at the close of the fiscal year. That also did not 
come out of the medical part of that particular appropriation. We 
have the general administrative programs, and the medical program, 
all in this one overall appropriation. 

Mr. Evins. It came out of administrative funds and not medical 
funds? 

Mr. Baker. It came out of administrative funds and not medical 
funds: yes. 

Further than that, prior to the time the survey was ordered and 
contracted for, a certain amount of money had been placed in reserve 
by the Bureau of the Budget as not being necessary for the needs of 
those other administrative programs aside from medical. And when 
this order was received and the Administrator was informed as to 
where the funds were to come from, the Bureau of the Budget released 
that much from the amount that they had set up in reserve. 

Mr. Evins. Thank you. 

The CHarrmMan. I have asked for a letter from the Administrator 
of Veterans’ Affairs which sheds some light on the problem, and with- 
oul objection I will insert it here. 

VETERANS’ ADMINISTRATION, 
OFFICE OF THE ADMINISTRATOR OF VETERANS’ AFFAIRS, 
Washington, February 27, 19538. 
Hon. Epirn Nourse ROoGers, 
House of Representatives, Washington, D. C. 


My Dear Mrs. RoGers: In response to your telephone call concerning the 
reasons why the Booz, Allen & Hamilton report was made and how it was paid 
for, the Administrator received a letter from the President of the United States 
dated September 23, 1950, which directed him to employ a commercial firm to 
conduct a management survey of the VA. A specification for the job to be done 
was drawn and an invitation to bid was offered to 16 leading, experienced manage- 
ment-consultant firms. After the bids were analyzed on a competitive basis; 
and primarily on the basis of their realization of the size of the job and the man- 
hours contemplated to be used in making the survey and rendering the report: 
the contract was awarded to Booz, Allen & Hamilton at a fixed bid price of 
$605,000. 

Simultaneously with the request from the President, the question arose in 
the Administrator’s mind as to where the money was to come from to pay for 
this contract and upon inquiry of the Director, Bureau of the Budget, was advised 
that it would be taken from the appropriation for administration, medical, 
hospital, and domiciliary services for fiscal year 1951, from an unobligated 
amount in that appropriation which had been impounded by the Director, Bureau 
of the Budget, and which would not have been available for use after the end 
of that fiseal vear under any circumstances. 
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In addition, these funds were not available to the Medical Department for 
the care of patients. 

The survey was made within the time limit and the report was received and 
the contractor paid for his completed work 

I have testified in approximately these words to this effect before both the 
subcommittees of the House and Senate, and am glad to comply with your 
request to furnish you these facts in this manner. 

Sincerely yours, 
Cart R. Gray, Jr.. Administrator 

Mr. Ayres. The gentleman from California? 

Mr. Hacen. I would like to ask you a series of questions. I do 
not think they will require lengthy answers. 

This probably was implic it in your testimony, Doctor, but, on this 
question of this implied allegation, at least that there was a political 
maneuver to cut out the hospital program when other things could 
have been done. As I understand your testimony, you were cut so 
many million dollars. You had already had your administrative 
costs cut down to the bare bone. And you had statutory commit- 
ments for various other programs which you administer, or I mean 
the Department; so, the only thing they could do that to was the 
hospital program. 

Even though the Congress instructed you not to cut it, the only 
thing left was the hospital program ? 

Admiral Boonr. We stress very much in these hearings and others 
the reduction in force. I think it is very proper to stress also the re- 
duction in operational costs that were suffered because of this cut. 

Mr. Hagen. There would be some giving, in the hospital program, 
along with cuts? 

Admiral Boonr. Also in clinical care and the hometown-care 
program, 

Mr. Hagen. That leads me to another question. You mentioned 
this problem of quantity versus quality. I will first say that it ap- 
pears to me that this outpatient method of treatment is probably more 
economical. I do not know whether that is true or not, but I will 
just say that. 

What considerations dictated your abandoning that program, which 
applied solely to service-connected cases, and which I say is more 
economical, rather than reducing further hospital beds and reducing 
the necessity for hospital beds? 

Admiral Boonr. Mr. Congressman, we reduced it. We didn’t aban- 
don it by any means. We will spend for outpatient dental care about 
$19 million this year. 

Mr. Hacen. Why did you reduce that? First, is that more econ- 
omy? And, secondly, why did you reduce that? 

Admiral Boonr. Well, otherwise we would have had to dismiss more 
people, cut out more beds, and deprive more veterans of hospital care. 
Also, the patients were in hospitals and had to be cared for. 

And the most serious cases are those that are in the hospitals, rather 
than those in the hometown-care program. So, it is a provision for 
the most serious type of case. 

Mr. Hagen. Isee. Now, I understand that also there is a difference 
between the State of California and the various counties of Cali- 
fornia, which are bearing a large share of the Veterans’ Administra- 
tion’s responsibilities, because there are many neuropsychiatric pa- 
tients in State and county institutions who are veterans. And I un- 
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derstand that they calculate that a larger number of those are service 
connected t] o you do. Now, what is the difference between your 
standards of service connection, in neuropsychiatric cases, as com- 
pared to Ris State of California’s standards, if you can give us that. 

If I understand it. Dr. Tolman, of the Department of Mental Hy- 
giene of the State of California, and his aides calculate there are many 
more patients in State mental institutions who allocate a service con- 
nection to the psychoses or neuroses than you do. 

Now, what is the reason for that difference in standard? Do you 
have a very strict standard of service connection in these cases, or 
what is the reason ¢ 

Mr. Brrosautzt (Guy H. Birdsall, Assistant Administrator for Legis- 
latio n, VA.). I would like to introduce a representative of the As- 

Administrator for Claims, who will answer that. 

“ike 'p urKs. As to the standards for service connection, they would 
get the information from us. They would have no business saying 
t was service connected unless we tole 1 them that. 

Public Law 239 gives a 2-year presumption on psychotic disabilities. 


That is for service connection for hospitalization purposes only. 
We require a l-year presumption for compensation purposes. We 
ll rate these cases under Public Law 239, 82d Congress, and grant 
\ nnection for hospitalization only. Some of those cases that 
‘e institutionalized in the State hospit: als could be maintained from 
v A f 
Mr. Hs w. Oh, there is reimbursement there? 
Mr. Purxs. If the VA authorizes such care in a State institution, 
VA will pay for it. 
fr. HaGen ae is something I probably should know, but every- 
one that gets slic al discharge from the service automatically gets 


1 pension, mat 1e is considered service connected ; is that true ? 
Admiral Boonr. That is another matter that the gentleman will 

swer. 

Mr. Hacen. If a man is given a medical discharge from the service, 
t is automatic that he has a service  caiaaaleill ‘disability: is that 

correc 

Mr. Purxs. Not necessarily; no, sir. 

Mr. Hacen. But in the absence of a showing of existence prior to en- 


listment ¢ 


Mr. Pours. That is correct. 

Mr. Hacen. And he does not have the burden of proving a service 
( Do you think that policy should be revised ? 

Mr. Purks. The present policy appears to be fairly liberal. It 
1] tha } 


conne 
will take care ol DOYS. 
Mr. Srrincer. Doctor, this whole thing, as I see it, seems to be that 
you have not got enough money to take care of the various people 
that apply. I want to go back to just review a minute, because that 
was covered rather shortly a few days ago. I want to get these cate- 
gvories straight. 

First, you have got service connected. Right? 

Admiral Boonr. Right. 

Mr. Sprincer. Now, as to that, you have got a mandatory law. Am 

right? 

Admiral Boonr. That is right. That is the primary requirement, 
to take care of those patients. 
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Mr. Sprincer. That is something you cannot evade. 

Now, let us go to the second category. What is that? 

Admiral Boonr. Under, I think, Public Law 312. 

Mr. Sprincer. What category does that cover? 

Admiral Boonr. We take care, under the provision of that law, 
of the non-service-connected, if there are beds available for them over 
and above our requirements for the service connected, and if the indi- 
vidual certifies in a signed statement that he cannot afford to pay. 

Mr. Sprincer. Now, then, is that mandatory / 

Admiral Boonr. That is mandatory, if the bed is available. We 
are required by law to accept that statement of inability to pay for 
medical care. 

Mr. Sprincer. Then you are required to accept them. It is man- 
datory. 

Admiral Boonr. That is right, if the bed is available. 

Mr. Sprtncer. If the bed is available. I understand. 

Now, were there not some intervening categories in here, though, 
which do not cover that? Do you not care, for instance, for the 
medical eases and TB under different classifications ? 

Admiral Boonr. No. I enumerated the following categories in the 
list when I said approximately 65 percent were non-service-connected. 

Percent of 
Group of patients total patients 
1. Had service-connected disabilities; hospitalized for treatment of other 
disabilities which had apparently not directly affected their service- 
courte disabilities._..._.-- leet Stn a) 11 
2. Were permanently and totally disab led and were r receiving VA pensions 
for such disabilities; hospitalized for treatment of permanent and 
total disabilities and/or other disabilities_._._._.co.._-__...-_.....___- 25 
3. Had no service-connected disabilities and had filed no claim for com- 
pensation or pension; hospitalized for treatment of non-service-con- 


nected tuberculosis or psychosis___._._-._._.._-- ~~~ Shite 8 
!, Had no service-connected disabiilties and had filed no claim for com- 

pensation or pension; hospitalized for treatment of other long-term 

disabilities requiring hospital care for more than 90 days__-.-----~- 3 


5. Disabilities not yet adjudicated but had filed claim for compensation 


for service-connected disabilities_.__._..__.._-__ hi Bata nck Rthigees 2 

6. Disabilities not yet adjudicated but had filed claim ‘for pension ‘for per- 
manent. and. total .dieshitities. szjslugel. seed ede ds 4 

7. Nonveterans (United States Armed Forces personnel, humanitarian 
cali nin cal iediicendlantiindtitsinnataminessnsninnpneticnn ai alten dieaneneiaranaaeae 1 

8. Had no service-connected disabilities and had file dno claim for compen- 

sation or pension; hospitalized for treatment of general medical and 
surgical disabilities requiring hospital care for less than 90 days___ 10 
0) "Tena DAG EI a cisicthnintacncin ce dy trstnitn wanes dD Ri bmitabescatd bs 1 
SEIU IN co i ge <ch  apsae ed bis a eps eamccoem amb SRIRAM wath 65 


Mr. Sprincer. Take that last category. That is the one I am inter- 
ested in. 

How many people in the program are in that category ? 

Admiral Boonr. Ten percent of the patient load. And I was just 
going to say, Mr. Congressman, that this gives entitlement under 
certain codes of the statutes. 

Mr. Sprincer. That is right. 

Admiral Boonr. Down to this 10. And that is the 10 percent of 
the 65 percent non-service-connected. 

Mr. Sprincer. All right. That, roughly, then, would be about 
13,000; would it? 
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Admiral Boonsr. About 10,000, I believe. 

Mr. Sprincer. Now, read that category over again, so that the com- 
mittee can hear it. 

Admiral Boonr (reading) : 

Have no service-connected disabilities and have filed no claim for compensa- 
tion or pension ; hospitalized for less than 90 days as of date of report, for treat 
ment of general medical or surgical disabilities. 

Mr. Sprmncer. All right. Now let me ask you this. If that cate- 
gory were removed altogether, your solution would be complete; would 
it not—if you removed that category entirely? Let me ask you: Does 
neuropsychiatric go under that clause ¢ 

\dmiral Boonr. No, that is general medical and surgical. 

Mr. Sprincer. In other words, this is just anybody who wants to get 
some medical care, who is a veteran, and who goes to the hospital. Am 
I right on that ? 

\dmiral Boone. Yes, but it might be the emergency case, medical 
or surgical too, an accident or any one of many other reasons. You 
know, if an accident occurs on the street, a policeman comes along, 
finds he is a veteran, and he is rushed right to a VA hospital, if one is 
in the vicinity. Specifically, this group is described in the following 
table. Accidents are only a part of the next to the last group. 


Diseases and conditions for which 9.6 percent of the patient load in VA and 
non-VA hospitals is receiving treatment 


All patients who have no service-connected disabilities and have filed no claim for com 
I . 
pensation or pension, who are hospitalized for less than 90 days as of date of report for 
general medical or surgical disabilities] 


Total percent of all patients i ‘ . 9. 6 
Total number of patients ‘ sae dasie J itiseeaue ee 


wit i 1, 0382 


Cancers and tumors 


Malignant inal : 738 
Other i achalasia diced wand _ 204 
Allergic endocrine, metabolic, and nutritional diseases__ ee 492 
Asthma and other allergic disorders sdeckantna’ dbo hee tase 112 
Diabetes — 4 as ‘ j nied dled bined akeimebae 208 


Other = hice apt 172 


eee bins he ire SO 


Diseases of sense organs (eyes and ears) 





Diseases of circulatory system a di tinials Scietcase) Ee 
Heart diseases___- ; a — be wed 562 
Hypertensive diseases oe lat a a 820 
Arteriosclerosis ae waite i 106 
Other - - ” — . pttinne 528 


Diseases of digestive system 2 ety Z 5 deeninnoe: OO 


Uleers of stomach and duodenum__-_ re eee Scania 632 
Hernia of abdominal cavits i Rabbah aces Dood J i 518 
Cholelithiasis and cholecystitis ede as Seb hd eeen 142 


Appendicitis wie oe seen pignuntsthimesniyiiiate iene, 144 
Gastritis, duodenitis, enteritis, and colitis 
Other ‘ 7 staiinial St eniee eeiines anon Siena itgeeciaceaee 690 
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Diseases and conditions for which 9.6 percent of the patient load in VA and 
non-VA hospitals is receiving treatment—Continued 





Diseases of genito-urinary system ; 712 
Diseases of kidneys and ureters ‘ . ‘ 270 
Diseases of prostrate_ ~~ | ; a 230 
Other —_- lai : ; a 212 

Diseases of bones and organs of movement a — ” 976 
Arthritis and rheumatism_-—_—-_- a i. 428 
Displacement of intervertebral disk__- ‘ ; 206 
Other a : a a a 342 

Diseases resulting from accidents, poisonings, and violence 1,110 
Fractures of limbs____.---~- eee ta oan 476 
NER A RI csirin as octnektemreneniceeee Ss bal aelaiedeateacdt cries tiadhpde addon 156 
Gtaer —..... sda et aves tan ode gg Lats adesiclolial Sd tec idee talcadiadinsseeldacehiation a ee 

All other Giseasem OG COO cde ech eieeenhine nena sees 1, 538 


The above cases must meet the requirements of Public Law 312 as to avail- 
ability of a bed and the signed statement of the patient of his inability to pay 
for hospitalization. 

Mr. Springer. That would not be any percentage of 10,000 though ; 
would it, Doctor ? 

Admiral Boonr. No; but it is a large percentage. We have a lot 
of those cases, although they are only a small part of the total. 

Mr. Sprincer. Do local hospitals handle accident cases? They 
do in my town. We do not send any veterans to a veterans’ hospital. 

Admiral Boonn. If some driver driving a car takes him, a passerby, 
or the policeman, or the fireman, We will say he has a fractured skull 
or a serious illness or injury. It certainly would not be humane to 
remove him imme _ ately from one hospital to another. 

Mr. Sprrncer. I understand that. But as to this 10,000 group of 
people, I am inclined to believe a full 90 percent are people who go 
there to get their tonsils out, their adenoids removed, their appendixes 
removed, or their operation for something internal. That is the cate- 
gory to which I think there is a strong public resistance, Doctor, at 
the present time—taking care of people who really ought to go to 
private hospitals. Those are the people who are taking up these 
beds that should be going to other people. Now, that is my general 
reaction. And I am wondering if, in this sense, it would not help 
us to clarify this a whole lot. Most of these categories and codific a- 
tions took pl: ice before 1936! did they not? These categories? 

Admiral Boone. 1946 was the year the modern medical program 
was initiated, when General Bradley was Administrator. 

Mr. Springer. Now, practically all of your authorities on these were 
inaugurated before 1936; were they not / 

Admiral Boonr. About 1935. 

Mr. Sprincer. That is what I was thinking. This is before World 
War II. And you have not had any recodification or reclassification 
of veterans generally to determine who should be admitted to hospitals 
since 1935 4 

Admiral Boonr. No changes in the law. May I say this, Mr. 
Congressman. ‘There was a period—in 1933, I think it was—when 
a new administration came in, that they did not apply the law as 
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to the non-service-connected. ‘Then there was such a furious public 
reverberation, I think in 1934, that they went back and reapplied 
the law. 

Mr. Sprincer. That is right. I remember that. 

Now, the thing I am wondering about is this: Certainly there is 
a duty upon the Government to take care of all of these classifications, 
and it seems to me that you can and should go ahead, except in the 

ease of this class of people that just want to go to a hospital to be 
taken care of under the VA program merely because the vy have been 
veterans. I fail to understand why I should go over to the veterans’ 
hospital here in Washington and be taken care of at Government 
expense just because I ha appen to be a veteran and to have served 
t years inthe Navy. Ido not believe that is the feeling now of people 
who come out of World War II. I realize that this was largely done 
before World War II took place. But that would be a solution which 
would relieve this entire pressure you have got under this program 
at the present time, is it not, if that group were eliminated entirely / 

Mr. Epmonpson. Would the gentleman yield ? 

Mr. Sprincer. I will yield to you in just a second, Mr. Edmondson. 

Admiral Boone. I grant, Mr. Congressman, it is that 10 percent, 
that zone, where there lies the greatest criticism. There is no question 
about that. It is in that 10 percent zone; whether they should, except 
in these emergencies, be admitted. 

Now, in that connection, and I think this would be very informative 
to the Congress. And it is something that I am critical of, as Chief 
Medical Director. When a man has insurance covering him for a 
eae at least of his hospitalization, up until about a year and a half 

, the insurance companies wrote in that they would pay the Gov- 
ernment. Some insurance companies, including the Blue Cross and 
Blue oe have now stricken us, the VA, off, so that the American 
taxpayer is being deprived of money to which he is entitled. The 
Insurance c fein any receives the premium payment from the individual, 
and when the veteran is hospitalized in our hospital, for one reason or 
another, the taxpayer is not always getting that payment from the in- 
surance company. He is paying the premium out in his policy for 
medical and hospital care, and the Government gets nothing many 
times when the man is hospitalized. That needs correction, I think. 

Mr. Sprincer. That is why I come to this fundamental question of 
making a change at this point. I think Mr. Hagen, the gentleman 
from California, raised a point a moment ago. It seems to me that 
our emphasis in care should be on service connections. And I am 
talking about the TB cases and the neuropsychiatric whether or not 
they are service-connected—that great group of people that cannot 
be taken care of by local medicine, plus your service connections. It 
seems to me wrong to be doing all this for these 10,000 people here at 
the same time you are cutting off another group. Maybe it is only 
dental care, but it is service-connected. It seems to me the service- 
connected should be taken care of first of all. 

In other words, if it is necessary to eliminate any group, eliminate 
that group, and take care of the people who pay the price in war, not 
the people who are going to the hospitals to be taken care of just 
because they are veterans. 

I do not know whether that strikes the rest of the committee, but 
that is a reaction, I feel, among the public at large. 


2 wee cremate anette 
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Admiral Boonr. Mr. Congressman, I am quite sure you were not 
here the first day I testified, and I inserted in the record a very fine 
article from the national commander of the American Legion in the 
February number of the Legion magazine. He uses 14.4 percent, 
rather than my figure of 10 percent, but absorbed much of that 14.4 
percent as entitled. 

Mr. Sprincer. I am familiar with that article. It is a very good 
article. 

Admiral Boonr. And the breakdown in the 14.4 needs to be consid 
ered. Because there are a lot of elements in that which reduce it 
beyond the 14.4 percent. 

Mr. Epmonpson. I think Mr. Springer has stated a point of view 
that, in my experience, is certainly the point of view of the World 
War II veteran, by and large. But I think that at the same time I am 
very doubtful, even though it seems to me advisable to inquire into 
that situation and to see what can be done along that line, that that 
will meet the specific problem on which I get most of my mail on the 
subject of veterans’ care, and that is the problem of your ne uropsychi 
atric and of your tubercular patients, who have to wait a long time to 

vet beds in the tubercular or neuropsychiatric wards of the hospits ils. 

Mr. Springer. I think you are right. It seems to me this is the 
group that ought to be taken off. This group of neuropsychiatric 
~~ tubercular in the service-connected are the first people that should 
be taken care of. That is the heart of the program, as I see it. But 
there has been, by some groups, apparently, back before World War 
II, emphasis upon this group up here; that is, taking care of a man 
merely because he is a veteran. You take him through medical care 
solely because he is a veteran, whether he has service connection or not. 

I think the admiral is right that we ought to have quality, but if it 
is necessary to sacrifice anything the quality should be distributed 
down here, and we should take this group off the top who do not have, 
as I see it, a real call on the VA medical a. 

Admiral Boonr. Mr. Congressman, may | be brutally realistic, from 
my position where I sit, my ‘offic ial position / ? This alw: ays applies, as 
I have found, since I have been in the job, to “the other fellow.’ 

When it is my interests, my family, my relative, and, I may say my 
constituents, it is a matter of “Won't you please make an exception 
I get a lot of telephone calls to make exceptions. 

And then, I must say this, in all fairness. I have had this personal 
experience, and every manager from his experience tells me it is a 
high percentage. When the patient runs out of money, people inter- 
ested in him want him taken to the VA hospital and even ask for an 
umbulance to take him there. In your own State, one Sunday, I was 
telephoned and asked to take a patient in who had cancer. LI said, 
“Non-service-connected?” The answer was, “Yes.” I said, “Has he a 
private physician?” “Yes.” 

“What does the private physician say?” 

“Well, he wants him in the VA hospital. This man can’t afford to 
pay him any more.’ 

Mr. Sprrnorr. I think you are right, Admiral. I think the funda- 
mental question, coming back to this, is: Are we, the Government, 
obligated to take care of 20 millions of veterans just because they are 
veterans, upon a specialized medical program? I think that is the real, 
fundamental problem, isn’t it ? 
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Admiral Boone. And that is the decision which you so well know 
has to be made in the Halls of Congress. 

Mr. Sprincer. We understand. 

Admiral Boone. We act on the laws of today, and we shall act on 
the laws of tomorrow. 

Mr. Sprincer. I think I am presenting a fundamental viewpoint 
that is held by the public at large, and I think I am speaking for a 
large group of veterans in that program. 

I will yield to the gentleman from Tennessee. 

Mr. Evins. There is a latitude, in that the admitting officer has 
jurisdiction to admit or deny admittance of a veteran based on the 
circumstances of the case.” There is also the so-called pauper’s oath 
provision required under law, as the gentleman knows. If the vet- 
eran makes a statement over his own signature that he does not have 
the money, that he is unable to pay, you would not want to deny him, 
asa veteran who had fought for this country, some medical care. 

Mr. Sprincer. Well, I think you are raising the other viewpoint, 
Mr. Evins. Not being dogmatic about it, I think there are two view- 
points there. That is the question whether the veteran is entitled to 
it merely because he :s a veteran and nothing else. 

Mr. Epmonpson. There is something wrong with the management 
or operation, when people who have the appendectomies and tonsil- 
lectomies are taken care of, and the people who have tuberculosis and 
neuropsychiatric ailments are not being taken care of. 

The CuairmMan. The gentleman from Connecticut; and then the 
gentleman from Texas. 

Mr. Creretta. There are two questions I would like to ask you. 
One is on this question of a veteran with a nonservice-connected dis- 
ability and request for hospitalization. Are you merely satisfied with 
his own statement that he is unable to pay ? 

Admiral Boonr. That is the law. It says we shall accept his state- 
ment. 

Mr. Cretreti.a. Without further investigation ? 

Admiral Boone. Yes. Of course, after he is in, if you had some- 
body who gave you valid proof that he premeditatedly intended to de- 
fraud his Government, you can take action. But you have to prove it. 
While I am not, a lawyer, I am told that proving fraud is one of the 
most difficult legal procedures. 

Every American citizen has a responsibility, if he knows somebody 
has signed that oath fraudulently, and he can prove it and have that 
man prosecuted. I think that is an onus which rests on every citizen 
of the United States, and not just on the hospital manager. Cer- 
tainly the attending physician in communities knows more about the 
economic status of patients and neighbors than would the admitting 
officer or manager of hospitals where patient presents himself for 

admission and the referring physician has responsibilities to the Gov- 
ernment to inform the hospital of patient’s economic status. 

Mr. Crerennta, The same holds true with any request for public 
welfare. Any person entitled to it ean get it. But by the same token, 
some investigation is made. If aman says he cannot pay for it, that, 
of itself, is not fraud. Ability to pay is one thing, and fraud is 
another. 

Admiral Boone. It is his opinion that he cannot afford to pay. 
Now, I have said this to medical people. Opinion, something within 
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yourself, is very hard to disprove. For instance, none of us physi- 
cians can disprove a person thinking he has a headache or a backache. 
There is no way to disprove it. That is his opinion. He has got it. 
And in this instance, the presumption is that the man’s opinion is 
that he cannot afford to pay. Certainly I have no desire to protect in 
anyway anybody who would practice fraud on his country. 


VETERANS’ ADMINISTRATION, 
Washington 25, D. C., August 5, 1952. 
To: Managers, all Veterans’ Administration hospitals, regional offices, and area 
medical directors. 

1. VA Form 10—P-10, Application for Hospital Treatment and Domiciliary 
Care, has been revised, and the revision of April 1952 will be available for distri- 
bution in the near future. Instructions for all entries on VA Form 10—P-10 are 
contained in Technical Bulletin 10A—289 and changes thereto, and while appli- 
cable to the revision of November 1951, they are equally applicable to the revision 
of April 1952. 

2. On the revision of April 1952, item 30 has been rearranged to include in the 
space used for this item a warning as to penalty provisions. The penalty pro 
visions, as distinct from & warning, were printed (n the reverse of the November 
1951 revision. 

3. It is essential that all personnel who come in contact with this form 
thoroughly understand the questions asked, and be familiar with its use and 
purpose. 

4. In those instances in which an oath is required, the person who administers 
it will see that the questions and answers are read by or to the applicant and 
will check the appropriate block in item 31 to indicate the action taken. 

5. Except where the applicant is mentally incapable of understanding or is in 
an emergent condition, the warning will be specifically called to his attention. 


(For the Administrator. ) 


The Cuarrman. Will the gentleman yield for just 1 minute? 

Would you not like to have the law read? Would you like to have 
that one paragraph read ¢ 

Mr. Crerecia. I can get it, if you will just cite it to me. 

The Cuatrman. I think perhaps the members of the committee 
would like to hear it. Will you read it out loud, Mr. Cretella? We 
would like to have it in the record. 

Mr. Creretia (reading sec. 6, title I, Public Act No. 2, 73d Cong.). 


In addition to the pensions provided in this title, the Administrator of Vet 
erans’ Affairs is hereby authorized, under such limitations as may be prescribed 
by the President, and within the limits of the existing Veterans’ Administration 
facilities, to furnish to veterans of any war, including the Boxer Rebellion and 
the Philippine Insurrection, domiciliary care where they are suffering with perma 
nent disability, tuberculosis, or neuropsychiatric ailments, and medical and hos 
pital treatment for diseases or injuries; 


Provided, That any veteran of any war who is not dishonorably discharged, 
suffering from disability, disease, or defect, who in need of hospitalization or 
domiciliary care, and is unable to defray the necessary expenses therefor (includ 


ing transportation to and from the Veterans’ Administration facilities), shall be 
furnished necessary hospitalization or domiciliary care (including transporta- 
tion) in any Veterans’ Administration facility, within the limitations existing 
in such facilities, irrespective of whether the disability, disease, or defect was due 
to service. Statements under oath of the applicant on such form as may be pre- 
scribed by the Administrator of Veterans’ Affairs shall be accepted as sufficient 
evidence of inability to defray necessary expenses 


Ni Ww. Admiral. there is one other question I should like to ask you. 
The members of this committee are not personally interested, but I 


80158—53 7 
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am, in the Allentown-West Haven Hospit al. IT have had many in 
quiries directed to me as to when that hospital will be opened. I 
directed a letter to the Veterans’ Administration a week or more ago, 
and I have received no response yet. I received a call yesterday 
from one of the newspapers in my town, and my observation was 
brought closer by a statement in the ¢ ‘ongressional Record, which ] 
cannot lay my finger on just at the moment, as to why that hospital 


has not been finished and opened up. Can you tell me? 
Admiral Boonr. Yes: 


Construction delays, West Haven, Conn. TB building to be opened April 1953 
General medical and surgical building to be opened July 1953. 
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Mr. Creretia. Is that for a thousand beds? 

Admiral Boonr. 484 general, medical, and surgical beds. 

Mr. Crerecta. All told? 

Admiral Boone. That isG. M.andS. And 396 TB. So you have 
there 880 beds. 

Mr. Creretia. And the TB building will be opened in April of 
1953, is that correct, Admiral ? 

Admiral Boonr. Yes. That doesn’t mean they will be ready to 
receive patients. But it will be open. 

Mr. Creretta. There was some comment yesterday that the failure 
to open that hospital on time was due to the cut of funds. As a mat- 
ter of fact, was not the failure to open that particular hospital due 
to a breach of contract by the contractor not fulfilling his agreement ? 

Admiral Boonr. Mr. Congressman, I can answer the first, I am 
sure. It was not a question of funds, but would be because of no staff 
if supplemental funds are not provided by the Congress. As to the 
matter of the contract breach, I would not know that. That would 
be up to the Department of Construction, Real Estate, and Supply, 
Colonel Dryden’s office. I don’t know whether there is anybody here 
who can answer that. I have no responsibilities to those hospitals 
until the date of dedication, when I take over. 

Mr. Crerecia. But you say the failure of that hospital to open 
according to schedule, which was some time in 1952, was not due to 
lack of funds. 

Admiral Boonr. I would be very happy to get that information for 
you and put it in the record. 


Mr. Crerecia. I wish you would, because I have asked for it, and 
I have not received it as yet. 

Admiral Boonr. You will have it this afternoon. 

(Information referred to follows :) 


DELAYS IN COMPLETION OF THE NEW VET! NS’ ADMINISTRATION HosptraLt WEST 
HAVEN, CONN. 


1. The construction contract for the new Veterans’ Administration hospital, 
West Haven, Conn., was awarded by the Corps of Engineers Department of the 
Army, on January 25, 1950, to the Merritt-Chapman & Scott Corp. and con- 
struction on the project was started on March 6, 1950. At the time construction 
was started it was estimated that the project would be completed on February 
27, 1952. In November 1950 it became necessary to reschedule completion to 
March 1952 because of changes required to be made in the foundations. Sub- 
sequently, in April 1951 the completion date was extended to April 1952 because 
of certain changes involving additional work, such as the jnclusion of a pipe 
oxygen system, and also because of a scarcity of brick masons. 

2. After the outbreak of hostilities in Korea, more serious delays in the com- 
pletion occurred, In September 1951 the completion date was extended from 
April to September 1952 because of an inadequate supply of acceptable face 
brick and a continued shortage of brick masons. In January 1952 because of the 
slow delivery of miscellaneous critical materials completion was extended to 
December 1952, and still later, in May 1952 it was rescheduled to April 1, 1253. 
because of a shortage of manpower caused by defense plant construction in this 
highly industrial area. The new TB hospital building and certain of the 
auxiliary buildings were accepted as essentially complete on January 22, 1953. and 
this part of the project is being prepared for the acceptance of TB patients in 
\pril of this year. 

*%. The new laundry building, which will be necessary to the activation of the 
TB hospital, is being constructed under a separate contract awarded to D’Onofrio 
Construction Co, Construction of this building is virtually completed at the 
present time. 


i! 
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4. Approximately 3 months are normally required for the equipping and 
staffing of a new Veterans’ Administration hospital building. On the basis 
of completion of construction of the G. M. and §. hospital building in April, 
it is expected that general medical patients can be received some time during this 
coming summer. 


FEBRUARY 26, 1953 
Hon. ALBERT W. CRETELLA, 
House of Representatives, 
Washington 25, D. C. 

DeaR Mr. CrETELLA: Your letter of February 17, 1953, addressed to the Ad- 
ministrator of Veterans’ Affairs, requesting information concerning the con- 
struction and activation of the new Veterans’ Administration hospital at West 
Haven, Conn., has been referred to this office for reply. 

As you are no doubt aware, this hospital project is being constructed for the 
Veterans’ Administration by the Corps of Engineers, Department of the Army 
Construction was started early in the spring of 1950 and at that time it was 
scheduled to be completed on February 27, 1952. However, because of certain 
changes involving additional work it became necessary to extend the scheduled 
completion date, and after the outbreak of hostilities in Korea, shortages of 
labor and materials occasioned further delay. Such delays in construction have 
been encountered not only in the West Haven Hospital but in almost every 
Veterans’ Administration hospital presently being constructed 


The tuberculosis hospital building and the auxiliary buildings have now been 
accepted from the Corps of Engineers as completed and the work of equipping 
and reception of supplies is presently under way. It is planned to have the 


hospital ready for the reception of tuberculosis patients during April 19538 

The construction of the general medical and surgical hospital building, which 
is still in progress, is scheduled to be completed this coming April and will be 
ready for the reception of patients as soon as equipping and staffing can be 
effected. 

If I can supply you with any further information on this or any other Vet 
erans’ Administration hospital project, I will be happy to do so 

Very truly yours, 
I’, H. DRYDEN, 
Assistant Administrator for 
Construction, Supply, and Real Estate 

The CuarrMan. It will have to go in the next appropriation, ad 
miral, 

Mr. Apatr. I would just like to say that I am anxious to hear what 
the admiral has to say about some general programs, including den 
tal. I think they are of more general application. 

Admiral Boonr. I would like, Mr. Congressman, very much to get 
on to that, because I think it will bring forth some more questions, 
and, as I said, I am sure that with you representing your constituency, 
more or less every veteran in your district has an interest in this home 
town-care program one way or the other. So if I may proceed to the 
dental, I should like Dr. John Fauber, who is the Assistant Chief Med 
ical Director for Dentistry, and a dentist himself, to present it. 

Dr. Fauser. Mr. Chairman and members of the committee, we have 
prepared a brief summary of our dental program as it exists today, 
and all of you are receiving a copy of that. I would like to tell you 
what that contains, and probably read some part of it or try to 
clarify some part of it for you. 

This summary, of course, has special reference to the outpatient 
dental program, which is the service-connected outpatient phase, or 
adjunct to the service-connected condition. It also has reference to 
the laws for this dental treatment, and it has reference to the VA 
regulations, which establish our various classes of beneficiaries. It 
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also gives you information co) neerning how the veter an’s eligibility 1S 
determined for this type of vatment and gives you our experience 
with this outpatient ctediiae. in particular for the last 61 6 years, 
since World War II. as far as it is related to cost, application trends, 
and the position we find ourselves in today. Also, we make a state- 
ment about the future of the program as we see It. 

I think I should briefly state to you, before we go into this sum- 
mary, that our dental program is operated with roughly 900 full-time 
dentists. about evenly divided bet wee n the hos pl ita] and domiciliary 
phase and the outpatient phi ise of the progr am and the: administr ation 
of the two. These dentists are sup ported Dy up yproximately 62,000 
hometown dentists, who are used exclusively to provide this out- 
patient service-connected care in the , hometown. 

In addition, we have certain selected consultants and attendings, 
outstanding mempbet = ot the protessiol who assist in treatment and 
so-called direction and training of personnel. 

In the first section, we give you briefly the situation as we see it 
today regarding the outpatient program. If I may, I would like 
to read that first section for you, to emphasize it ° 

From July 1, 1946, to January 31, 1953, a period of approximately 614 years, 

ore than 5 million applications for VA outpatient dental treatment were 
made by veterans. Approximately 314 million cases were examined and 2% 
million cases treated. The value of the work completed by staff dentists and 
the cost of the work done by fee-basis dentists is in excess of $260 million. 
This amount, however, probably represents only a small part of the possible 
ultimate cost of the outpatient dental treatment program since only a small 
ezgment of the potentially eligible veteran population has applied for treatment 
o date It should be noted that the great majority of those who have applied 
ire eligible for continuous retreatment. 
hen we tell you about the group who have ipphied, and our best 


. » 23 1 ; 
estimate of those whx ire apt to apnpiv in the future. 
a he 


In section %. we rete r to the laws. the legal basis for providing 
] Tl f a he ‘ 7 l.> y » . 
he outpatiel treatment, the main one of whic Veteran Regu- 


I 

lation 7A, under authority of Public Law No. 2. 73d Congress. and 
then Public Law 791 ol the Sist Congress, which entitles veterans 
of the Spanish-American War, Boxer Rebellion, and Philippine In- 
surrection to blanket outpatient treatment, and that includes dental. 
And I should add that for the fiscal year of 1952 alone this particular 
phase of the program has cost us in excess of a million and a quarter 
dollars to take care of some 9,000 of these particular beneficiaries. 

Public Law 28 of the 82d Congress provides the same benefits to 
veterans in active service on or after June 27, 1950, as are afforded to 
veterans of other wartime service. That is the Korean veteran. Our 
various classes of VA regulation for the various classes of veteran 
beneficiaries are listed here for you. And in section 3, we make some 
mention of our inpatie nt program. 

I should tell you there, briefly, that the dental service in the hos- 
pital or domiciliary installation is basically a referral service, in 
that we make an effort to examine as many of the patients in the 
hospital as possible, to determine the extent of their disabilities -or 
their dental diseases, rather—and relate those dental diseases to the 
basic condition for which the patient is hospitalized. That informa- 
tion is given to the ward physician, who determines whether the indi- 
vidual receives dental service while he is in the hospital. 





—— 
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In the Case of chronic cases the ‘J B, the N - and the domiciliary 
cases—and during the last fiseal year we had some 141.000 of those 
cases going through our hospitals—we served pretty much the same 
as the family dentist and provided whatever his dental needs were 
during his period of hospitalization, That may be a little change 
from the pre-World War II days, in that in those days we gave 
pretty much a type of custodial dental service for these long-term 
cases. Since those days we found out that by eliminating dental 
disease, in many cases we were able to speed up his return to civil 
life, rather than continuing him in the hospital. 

We talk about the establishment of veterans’ eligibility. Briefly, 
a veteran applies for outpatient dental treatment to his partic ular re 
gional office of his State, or one of those in his State, whatever his 
district might be. That application is examined, to determine | 
eligibility from a veteran’s st andpoin t, and then the application woes 
on to the Claims Service, which is not ; peri of the Department of 
Medicine and Surgery. The Claims Service ¢ btains his pre vious det 
tal records. By means of his previous dent: a records, and I mean his 
records at the time of induction into the service, his treatment record 
during his period of service, and his dental record at the time of sepa 
rs ition, his serv ice connection is deter ined, from dental standpo nt. 
And it isn’t determined insofar as the entire mouth is concerned; i 
is determined | DY individual teeth. 

W he n that service onnecti mn 1S det ermined en we in the De} rt 
ment of Medicine ind Surgery are notified of his eligibility, we can 
proy ide treatment. 

Examination is then authorized to determine his treatment needs; 
oe treatment is authorized when we have the money or the stafl 
do 1] j 

a the case of the Korean veter in, those entitled under Public Law 
25, We havea prima fac ie clause th ere W hie hall ows tl e Korean vet eral 
the same benefit that was accord <1 to veterans of World War II, 
that if he “e plies within the period of 1 year after his service conn 
tion, and it is found that dental disease existed during that period, 
than he is ecracs treatment for th a particular condition. How 
ever, if it is necessary to replace teeth, that must wait for adjudication. 

In section 5, we present to you some of our statistical experience 
of these past 61 years. And T woul l i ke to refer you, if I nar, to 
the chart on page 5a, which is our experience as far as applications are 
concerned starting with the fiscal year 1947 and carrying through to 
January 31,1953. You will see that we reached a peak in fiscal 1947. 
During that year we received over a million applications. At that 
time—and if you care to relate this to it, if you will look at the chart 
on page 5b, you will see the various moneys that were related to this 
particuls ir group of ap yplicatio hs, or veterans who app lied at that time. 
And you will observe that during the fiscal year 1948 we expended, 
with the hometown dentist. somewhere in excess of $50 million, and 
applied it to that particular load which came in in fiscal 1947, As a 
result, we went into these other years with a pending application load 
a great deal lower than we find ourselves with today. If you will look 
at the bottom figure on the right, you will see that currently we have 
a pending applic ation load in excess of 301,000. 
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Now, our experience shows us that of those 301,000, when those 
cases are adjudicated, approximately 80 percent of them will be given 
service connection, and should receive treatment. 

Mr. Evins. Mr. Chairman? 

The Cuarrman. The gentleman from Tennessee. 

Mr. Evins. I was just wondering, Dr. Fauber, in this connection, 
how many of those 2M, million patients who have been treated for 
“dental care” represent wol k done by fee basis dentists or hometown 
dentists. You said that two and one-half million have been treated over 
this period. Now, how many of this two and one-half million repre- 
sent patients who have been treated by fee-basis dentists or the home- 
town dentist ? 

Dr. Favser. In round figures, 84 percent, sir. 

Evins. The great bulk of your dent il-care program is under 
tract on a fee basis? 
Dr. Faurer. It has tobe. It \ tual impossible, with the man- 
power shortage today and the short . that existed as far as dentists 
ire concerned in our count WwW. rld War II. for the VA to 
recruit or obtain facilities in which we could provide all this treat- 


CO] 


Then there are several other factors related as well. If, for exam- 
ple, the veteran may live the most distant pe t, or some interme- 
diate distant point, from Nashville, Tenn., which is our regional office 
for your particular State, it impossible to bring that veteran into 
that regional office without creating a great deal of hardship as far 
as he is concerned. He may have to miss 3 or 4 days of work, and he 
may eventually lose his j: b. to take advantage of this particuls ir bene- 
fit. So it is much better, and sometimes I wonder if it is not as eco- 
nom eal, to have this done b ; hometown dentist. 


Mr. Evins. I would like to ask one further question. I am pleased 
to have this statement. that more than 80 perce nt of de nts il work is 


done by hometown de ntists on a fee basis. Of the remaining percent, 
what percentage is refe rals You referred to referrals, where you 
look over the veteran’s teeth after he has been admitted to a hospital. 


How many cases represent Steet! as against those who make appli- 
cation for dental care at a veterans’ hospital ? 

Dr. Fauper. None of it, sir. When I said 84 percent is done by 
the hometown practitioner I referred to the outpatient dental pro- 
eram. The other has to be done by our particular staff. It is not a 
case of referral, sir, in that we may do it in our staff facility in the 
regional office, or we may refer the case to the hospital dental service, 
but the patient receives it on an outpatient basis. He is not admitted 
to the hospital for it, if that is the question. 

Prouty. I would like to ask this question. What percentage 
of the total of the outpatient dental group are on the waiting list due 
to the fact perhaps, that they are unable to make appointments with 
their local dentist? In other words, most people today have to wait 
quite some time before they can get an appointment with a dentist. 

Dr. Faveer. Well, we had a great deal of trouble immediately after 
World War II but it has been corrected. I don’t think there is any 
effort to place the veteran patient ahead of his other patients, but 
he is taken care of in his turn with the others of his normal practice. 

Mr. Provry. I wonder if you have any figures on the ¢ average wait- 
ing time? 
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Dr. Favser. No,sir; I donot. But our authorizations are normally 
set up for a 60-day period, and if the work is not completed in a 60-day 
period and there is not adequate explanation for extending that period, 
the authorization is canceled. 

Now, we hear very, very few complaints today from our regional 
office so far as completing that work within a 60-day period after 
authorization is concerned. 

Mr. Proury. Thank you. 

Mr. Apair (presiding). The gentleman from Louisiana. 

Mr. Lone. I would like to know if all the outpatients you treat 
are service-connec a 

Dr. Fauper. Yes, s 

Mr. Lona. Are vn itil who are not service-connected treated 
in the hospitals ? 

Dr. Favrer. Oh, ves. There are conditions where a patient may 
be admitted toa hospit: al for a non-service-connected condition. That 

condition may be such that the dental disease existing in his case 
may have a bearing on the basic disorder for which he was hospitalized, 
and we are asked by the ward physician to correct that condition, and 
we do. 

Mr. Lone. One other question. Is not the fact that you can say that 
a case is so connected and do dental service, abused to a certain extent, 
with the result that those nonservice fellows are given a great deal 

of dental treatment that does not belong to them, that does not per- 
tain, in other words, to the treatment they were receiving? Do you 
have any trouble with that? Do you know anything about it? 

Dr. Favuner. I know of no trouble in that regard in our hospitals, 
sir, because our staffs are so limited. In fact, this recent reduction 
in force which we spoke of, when we say that no physicians, dentists, 
or nurses were supposed to be fired as a result of it—it is just as bad 
to take a dental assistant away from a dentist as to take a dentist 
off, sometimes. Unfortunately, we are in a spot, in some hospitals 
today, due to this reduction in force, where the dental assistant was 
released from the service, where the dentist has to do most of the 
sterilizing of the instruments, has to mix his cements, has to clean 
his floors, has to clean his equipment, things of that nature, and 
maintain his records. So, actu: an it might have been better if the 
dentist had been fired, we might s: 

Mr. Lone. Just one question. “if you have time, could you just 
touch a little on the future of the program ? 

Dr. Fauper. Yes. I havea section here devoted to the future of the 
program. 

Mr. Anatr. With the consent of the gentleman from Louisiana, the 
gentleman from Vermont has a question. 

Mr. Provry. I just want to ask how many dental assistants have 
been released. 

Admiral Boonr. We will supply that for the record. 

(Information referred to follows:) 


Nineteen dental technician and dental assistant positions released due to the 
reduction in force. 

Mr. Anarr. I should like to say also that my mail reflects a great 
deal of what the gentleman from Louisiana has just brought to your 
attention: the fact that people, once being hospitalized, are thought 
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to be recelving dental care far beyond the needs of the immediate 
hos pl italization. 

Mr. Lona. That is the point I was trying to bring out. 

Mr. Apair. That is the class IIT, as I believe you point it in your 
summary here. And any further iterated that you could supply 
us in this connection I think would - most helpful. In other words, 
. you would care to elaborate for the record, without objection on 

part of the committee, I thi nk we oe | be gl: id to hs ave it inserted. 
ie Favper. I have here the last report on dental service in the hos- 
pitals. Of course, that includes : = our hospitals, and our domiciliaries, 


During that partic ular period, for the month of November 1952, there 
were In excess of ? 2 JUOU aes to these hospitals. Of these : 32.000 
admissions, 17.000 of them received a dental examination. That in- 
form ition was refel red to the Vi ard physician anc incorporated in the 


total health picture. During that same month about 6,200 of the pa- 
tients in the hospitals received some form of dental treatment, not 


iecessarily complete treatment. 

Mr. Aparr. Doctor, from your own personal observation and study 
\f these matters. do vou feel that there h: as bee n any appreciable abuse 
of t] provision of the law and the regulations thereunder ? 


Dr. Facrer. In the hospital phase of it ? 
Mr. Apatr. The hospital phase of it 
Dr. Favner. I do not, for this reason: I think we are too sparsely 
staffed at the moment to possibly abuse it. I can cite you many cases 
where dental disease w is corrected and the period of hospitalization 
for these particular cases was materi ally reduced as a result. And 
[ think that is borne out frequently in the medical literature of today. 
Mr. fovdun: On the other hand, would you say that there had been 
any appreciable abuse of the program in connection with outpatient 
basis treatments ? 
Dr. Fauser. Personally, I do not think so. And I have a case here, 
\ hich I] lave pull ed from the files, which I think adequately describes 
my position on this thing, and I think it is the position of the dental 


ol fee 


profession in this regard. If I may, I would like to go into that. The 
reason I have included that case is because numerous people have said 
that it is possible for a veteran to have one service-connected tooth 
sad. a result of that service connected t tooth, eventually wind up 
with a full upper and rip psa ig Fthink ponsilily you have heard 


that statement. And it is possible, according to the law, at least ac- 

ording to our Solic itor’ s interpretation of the law and my professional 
interpretation of the law. I think that is possible. I don’t think it 
happens very often, but it can happen. And I have pulled a case from 
the files whic “ demonstrate this which is at the bac k of the folder you 
have listed as “Seven episodes of dental treatment.” I wish you would 
look at this particular chart with me. It is on the back of your folder, 
the next to the last page. 

If you will look at that ope art, you will see that the teeth are listed, 
with the tooth number and so forth, across the upper line, both the 
upper and lower jaws, and you will see that in this block here [indi- 
cating | we have a section called SC under certain teeth. Those teeth. 
upon adjudication of this case by the Claims Service, were determined 
to be service connected. As a result of that determination. this pa- 
tient who applied for bik Susi was examined, and it was found at 
that time—the findings of examination you will see on the second line 
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below that. You will see that tooth No. 1 had a filling in it. It is 
marked “F.” You will see that tooth No. 2 and tooth No. 3 were 
missing, but there was a fixed bridge from tooth No. 1 to tooth No. 4, 
which was also filled. And you will see that there was a fixed bridge 
replacing No. 5 and No. 6, and connected with tooth No. 7. And so 
on, across the sheet, you will see C, which means that the tooth was 
carious, or decayed, and you get over to tooth No. 14, and you will 
see that is marked “N,” which means a normal tooth; and so on across 
the sheet. 

Well, as a result of this initial examination in 1935, when the man 
applied, we found that tooth No. 15 was carious, which was a service- 
connected tooth and was our responsibility. And all the treatment 
he received at that time was a filling of that one particular tooth. We 
did not attempt to fill tooth No. 8, tooth No. 9, tooth No. 10, tooth 
No. 11, tooth No. 24, and tooth No. 25, which were also carious, because 
they were non-service-connected teeth. That cost us $3. 

In 1939 the man reapplied. You will see the next episode of treat- 
ment. You will find that during the period 1935 to 1939 this indi 
vi - al on his own had the bridges removed in the upper right, which 

shown above, ~ presented himself, with a partial denture, sup- 
plying r teeth Nos. 3, 4, 5, and 6, and tooth No. 1 was carious at that 
time. Asa result of dak we filled tooth No. 1. We replaced his un 
serviceable partial denture. And that cost us $36. 

In 1942 he reapplied. We found at this time that he had some 
change in these non-service-connected teeth, as far as caries and so 
forth were concerned—we did nothing with them—that this partial 
denture had become unserviceable again, and it was replaced at a cost 
of $48. 

In 1946 he reapplied, and we found again that this partial denture 
was unserviceable, plus the fact that tooth No. 13 had been removed 
on his own. And now, in the lower, we find that he had his service 
connected teeth removed on both sides, so we have a responsibility for 
those lower teeth as well. There is no way in the world that we could 
possibly replace them without making this partial denture down below. 

The Cuarrman. Will the gentleman yield? I remember in the 
early days of the VA they would gre a man an upper plate, but they 
would not give him a lower plate because it was not service connected. 

Dr. Fauser. Well, I can’t call that good dentistry, Madam Chair- 
man. Iam sorry. 

Mr. Hacen. Do you have any statistics as to the cost ratio im rela- 
tion to the actual dollar value of treatment’ I mean, do you have an 
adjudication in each case? And what is the ratio of what is delivered 
to the teeth in the way of dental service, and getting through the red 
tape to get there? 

Dr. Fauser. I have heard that figure quoted as $20. I am trying 
to prove it. We are conducting a study at the moment trying to prove 
that figure, but that is the figure I have heard quoted. 

Mr. Hacen. In other words, a man has to start all these adminis- 
trative wheels going, to determine whether he can get a filling or 
not ¢ 

Dr. Fauser. I think it is $20. We are conducting a study on that. 
It will be 2 or 3 more months before we know definitely what that 
figure is. 
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Mr. Lone. May I make about a minute statement ‘ 

The CHarrman. Yes, indeed. 

Mr. Lone. What I am getting at is this: Sometime ago a patient 
was presented to me for dental service which was service connected, 
and all of his teeth were out. So, I reported back that he did not need 
an X-ray, nor did he need the examination card filled out, because he 
did not have any teeth; that what he needed was teeth. And they 
came back and said that I would have to send the X-ray. Since then, 
of course. I have sent those X rays. Sut they are useless. That is 
what I am saying. 

Now, another point. Just let me finish, and then you may anaswer. 

Several patients have presented themselves to me. I live near a hos- 
pital,a VA hospital, in Pineville, La. And they wanted full upper and 
lower dentures. I found that they were not service connected. They 
immediately got admitted to the hospital, and the next time I saw 
them they did have those full upper and lower dentures. How does 
that occur / 

Dr. Faunrr. Well, I will try to answer your second question first, 
if I may. 

Mr. Lone. I appreciate your position. I am not trying to be sar- 
castic. I am just trying to get information. 

Dr. Fauper. I am quite sure of that. If the ward physician, in 
the ward in which that particular patient was hospitalized, stated that 
the providing of dentures for this individual would help his hospital- 
ization and correct the basic disorder for which he was hospital- 
ized, the dental service had the authority to go ahead and provide it. 
And that is the basis upon which they were provided. We do nothing 
other than examine the patient in the hospital, making our recom- 
mendation to the ward physician, and he determines and tells us what 
treatment will be provided. 

Mr. Lona. Doctor, the point I am striking at is this: that what 
he cannot do directly, he does indirectly. He cannot gO and get 
services, because it is not service connected, but he can go to the hos- 
pital and then get the same service. That is the point I am getting at. 

Dr. F’auper. Well, I don’t think it happens in too many cases, as I 
indicated by the number of cases we treat monthly in our hospitals. 

Now, as to your original question, about the X-rays, we have made 
it a policy in the Veterans’ Administration, and I am sure that it is 
professionally sound, and I think it is wrong for you and I to discuss 
the professional merits of this thing in the presence of our lay 
brothers, but I would like to make one point, if I may, sir I have 
seen many X-rays of edentulous mouths which have shown roots that 
were broken off, and other pathological disease that should have been 
eliminated before dentures were made. 

Mr. Lone. I think that is all right. 

Mr. Gentry. Before we quit, I would like to ask Admiral Boone 
a question. 

Admiral, I would like to bring out, if I may, a thing that I think 
affects pretty seriously the questions that Mr. Prouty and Mr. Springer 
were asking. How many veterans’ hospitals have you in Texas? 
Well, just about how many? 

Admiral Boonr. I can pretty near name them, I think. 

Mr. Gentry. What are they? 
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Admiral Boonr. Houston, Marlin, Waco, Temple, Big Spring, 
McKinney, Amarillo, Kerrville. 

Mr. Gentry. Do you have them in every State like that? A lot 
of them? How many hospitals do you h: ive 

Admiral Boonr. Ten is the number in Texas. I think every State 
has at least one. 

Mr. Gentry. Now, here is the problem I want to bring out. We 
will take a county in my district like Gregg County. It has 80,000 
people in it. And Gregg County is at least 150 miles from any 
veterans’ hospital. Now, I am going back to the question of emer- 
gency treatment, or treatment of emergency cases, like automobile 
wrecks being brought in. It would be unlikely that any emergency 
case would go from Gregg County to a veterans’ hospital. Is that not 
correct? It is not likely. 

Admiral Boonr. I don’t know the distances, and I am not familiar 
with that. 

Mr. Gentry. I say if it is 150 miles. Now, there are only two in 
Oklahoma; so, most emergency cases in Oklahoma, of course, would 
never go to a hospital. Is that not right? I mean, wrecks, injuries, 
and so forth. 

The question I want to ask you, then: Is it not true that the emer 
gency cases you get, where you said on humanitarian grounds you 
would ace ept one if the »y hauled in somebody that had just been injured, 
are actually those cases that are brought to you that happen in 
reasonably close proximity to a veterans’ hospital ¢ 

ae al Boonr. That is correct. 

Mr. Gentry. That is my only thought. 

ce s00NE. That 1s correct. 

Mr. Gentry. Now, here is the question I want to ask you. You 
said on humanitarian grounds you accepted them, which you can do 
under the law. Would it not be just as well, since most of those emer- 
gency cases cannot be put in a veterans’ hospital, because of the dis 
tance entailed, and would it not also be humanitarian, to let it be 
known that those cases were being rejected, in order that these othe 
cases, the NP’s and the tubercular cases, might get it, since in most 
counties of the United States they cannot take their emergency cases 
to a veterans’ hospital? Why could it not be done in the others where 
they happen to have a veterans’ hospital? Because the other hos- 
pitals, the other private hospitals, in all these other counties, are 
taking care of emergency cases. Why cannot the private hospitals 
also do it, let us say, in the towns in Texas where the »y have a veterans’ 
hospital, and in Philadelphia, where they have a veterans’ hospital, 
and in New York City? Why can they not also do it there, in order 
that these NP cases and the tubercular cases can come into the hos- 
pitals¢ Would that not also be humanitarian? Could it not also be 
done from a practical standpoint ? 

Admiral Boonr. It would be humanitarian to get them to the near 
est facility. 

Mr. Gentry. Could it not also be done, from a practical standpoint, 
since most emergency cases cannot, by reason of the circumstances, go 
into a VA hospital 

Admiral Boonr. You cannot always use the same type of hospital 


for NP and G. M. and S. 
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Mr. Gentry. Well, I know that. I know as a matter of fact that 
emergency cases such as we have been talking about only go into a 
veterans’ hospital if the accident happens within a few miles of it. 
Otherwise, they put them in a hospital right nearby where they 
happen to be. If that is the case, I do not see why emergency cases, 
every case, should not be put in private hospitals. 

Admiral Boone. I have no statistics and do not know where I could 
acquire them where that happens, whether there are more of those that 
vo into ours. I suspect there are more that go into private hospitals. 

Mr. Genrry. I am just taking a county like Gregg County. My 
county is 140 miles from the nearest veterans’ hospital, and we have 
180,000 people in my county. I am sure there probably has never 
been in the history of our ccunty any emergency case like a wreck 
that has been taken to a veterans’ hospital. Why? We have six hos- 
pitals in the county. They are put there. If it is done in most of the 
counties of the country, because of the circumstances, because they 
have to be brought there, the observation I make is that it could be 
done in these others. The private hospitals could take them. Be- 
cause they are just as convenient to the wreck. And the beds could 
be saved for others. 

Admiral Boonr. Well, I have no statistics, but I imagine more 
cases go, on such contingencies, to private hospitals than go to the VA. 

Mr. Gentry. I am sure they do, but the only point I am making 
is that I feel like all of them could, because by the very nature of it the 
private hospital has to take those cases. They cannot do anything 
else. 

Admiral Boonr. Then, after they get into the private hospital, I 
do not have any statistics, but there are numerous cases where the 
private hospitals request us to take them into our hospitals. 

Mr. Gentry. Let me Sa\ this. There is no implied criticism of 
your action, because I think you are a very fine person for your job, 
and I think you are doing a vreat job. But I sort of agree with Mr. 
Springer on the point I think he is making: that there is a serious 
problem here about what the Government should do for the non- 
service-connected case. And I just felt in this particular, of non- 
service-connected cases, possibly private hospitals everywhere should 
take them, in order to let other, certainly as meritorious, non-service- 
connected cases come in. 

Admiral Boonr. Mr. Congressman, I don’t name them. but vou 
have colleagues that ask me to take patients out of private hospitals 
and put them in a VA hospital, when the hospital says they haven't 
enough money to pay the bill. ' 

Mr. Gentry. Do you remember the question I asked you the other 
day, Admiral? I said: Is not the pressure on you terrific to take 
all these cases 4 

Admiral Boone. My wife doesn’t understand why I am still living, 
ifter two years there. 

Mr. (GEN rRy. | do not understand either. Admiral. 

Mr. Evins. Mr. Gentry, 150 miles is not much distance in Texas. 
is it 

Admiral Boonr. I would like to say this, too. I have talked about 
the backwash of war. If you could see the cases that I see, para- 


plegics that have been in private hospitals, getting terrible ulcers of 
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the back, and then they move them in to us to pick up the slack 

Mr. Genrry. But if this little observation or suggestion I was mak- 
ing should happen to be adopted, there would be more service-con- 
nected cases getting hospitalization. And there are a lot of these 
needy cases that would get it, and all that would have to be done would 
be to simply adopt a policy that since most of the hospitals in the 
country have to take their cases of emergency, because they are con- 
venient, it could be done everywhere. And these other cases could be 
admitted to the hospitals. 

Admiral Boonr. No hospital can refuse an emergency. No hos- 
pital can do that and survive. 

Mr. Gentry. You can do it as a matter of policy, because every 
place you have a veterans’ hospital I daresay there is not a veterans’ 
hospits al in this country that does not also have another hospital within 
29or3or4 miles. Most of them have them within a half a mile. 

The Cnamman. Will the gentleman yield to the gentleman from 
Alabama ? 

Admiral Boone. May I just answer that for a minute / 

The Cuarrman. Certainly. 

Admiral Boonr. We get criticism if we do not accept a case, if 
he dies in a taxicab or something else, or if he is going to private 
hospital because we said he was not entitled to treatment. We get a 
storm down onus. Criticism comes upon our heads like an avalanche. 

Mr. Gentry. If they know beforehand, they would not take them 
to yours. They would take them next door. I do not think there 
would be much problem about that. I agree with you about every 
thing else you Say, but I do not see any problem there, because if l 
poliey were instituted they just would not come in this door. They 
would be coming in that door instead. 

Admiral Boone. We have great private hospitals in this country, 
beautifully operated. I wish we had more of them than we have. I 
do not feel that we have the supply, in doctors or hospitals, to meet 
all the oa ments of this Nation. 

Mr. ¢ TENTRY. J know that. sut we cdo not have it in the veterans’ 
hospitals, either, just like we do not have it in the private hospitals. 

The Cuatrman. The gentleman from Alabama, Mr. Selden? 

Mr. Sevpen. Doctor, please correct me if I am wrong, but I gath 
ered from, your answer to the question Mr. Hagen asked a few mo 
ments ago, that it costs, on the average, $20 a patient to determine 
whether or not a veteran has a service-connected dental clisability ; 
that is, before any work at all is done on a veteran’s teeth. 

Mr. Lona. But then you have to make the examination. The den- 
tist has to make the examination whether he wants to or not. He 
has to turn in the X-ray and the examination. They will not leave it 
to the judement of the man who is going to do the work. 

That is what I was trying to tell the doctor a while ago. They do 
not leave it tomy judgment. If I do not think he has to have an X ray, 
they think he should have the X-ray anyway. They do not believe 
mie, 





Mr. Seitpen. Doctor, do you have an estimate of the average cost 
per patie nt to determine whether a veteran has a service-connected 
dental disability ¢ 

Dr. Faurer. I think we are confusing this issue on this $20 cost 
which has been stated. And I have heard the same statement which 
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the gentleman from Louisiana has made. And, as I say, we are try- 
ing to find out about that, and we are conducting a study at the 
moment. But that $20 would include the administrative cost of 
processing that application through its eligibility phases and_ the 
vouchering of that case for payment, and so forth. It does not include 
the examination or any phase of the treatment. Examination is con- 
sidered a phase of the treatment cost. 

Mr. Lona. They set out $5 for the examination and $15 for the 


Dr. Favuper. But that is not the $20 I am speaking of, sir. That is 
a different phase. I am talking about the administrative processing 
oT an application to determine eligibil ty; once eligibility is deter- 
mined, from a veterans’ standpoint, the adjudication; and the process- 
ing of the necessary papers to send this particular case out to this 
dentist to be examined: the return of that examination: and then 
finally sending them out for the treatment, and the return for the 
vouchering and certification for payment. 

Mr. Sevpen. That includes the treatment ? 

Dr. Fauser. No, sir 

Mr. Seipen. It does not? 

Dr. Fauper. It does not. 

Mr. Seipen. In other words, the 820 per patient does not include any 
treatment at all? 


Dr. Pauper. That is the administrative cost, that I say is a ques- 
tionable figure about which we are trying to find out. ; 

Mr. Sevpen. In other words, then, am I correct in assuming that in 
examin gy and ns sing the three and a half million Cases that have 
been examined and processed in the time between 1946 and 1953, the 
Government has expende da pproximately $70 million before any treat- 
ment has been rece ived \ hatsoeve1 ¢ 


Dr. Fausber. You may be right in that statement. 

On the last page, page 8, I think, of that summary, we give you a 
breakdown of the cost of the dental program. And we state here, in 
footnote (a), that these are minimum estimates and include only 

lily identifiable costs. Excluded are the costs of adjudication of 
dental applications, of certain vouchering activities for invoices sub- 
mutted b ry fee-basis de nt ists, the cost of m: unt uning clinic al records 1] in 
vitals an d outpa itient clinics, and travel costs for veterans coming 
to \clinies. That is not included in this estimate. 

I think if you will look fi rther into your summary, you will see that 
the average cost for examination and X-ray, the figure that the Con- 
oressiman from Louisiana speaks about. is in the neighborhood of 
815.60 nationwide. It so happens that the dentists of Louisiana receive 
i higher fee than some other States. And that accounts for the $20 
lh Louisiana. 

(Prepared statement of Dr. Fauber follows :) 


} 


THE OUTPATIENT DENTAL PROGRAM 


1. THE SITUATION 


From July 1, 1946, to January 31, 1953, a period of approximately 614 years, 
more than 5 million applications for VA outpatient dental treatment were made 
by veterans. Approximately 31% million cases were examined and 2% million 
cases treated. The value of the work completed by staff dentists and the cost 
of the work done by fee-basis dentists is in excess of $260,000,000. This amount, 
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however, probably represents only a small part of the possible ultimate cost 
of the outpatient dental treatment program since only a smal segment of the 
potentially eligible veteran population has applied for treatment to date. It 
should be noted that the great majority of those who have applied are eligible 
for continuous retreatment. 

During these 6144 years almost 3,800,000 veterans have applied for outpatient 
dental care at least once, and about 80 percent of them (approximately 3 million) 
have been determined eligible. However, the Veterans’ Administration estimates 
that the number of veterans potentially eligible to receive outpatient dental 
care ranges from more than 11 to 16 million. This number of eligibles is cur- 
rently being increased at the approximate rate of 1 million veterans per year. 
Most of these veterans are entitled to continuous treatment for service-connected 
and related adjunct denta) conditions (and as a result represent a growing 
burden to the taxpayer). — 

Care of the veterans’ legitimate demands for outpatient dental treatment in 
recent years has generally required more money than the Federal Government 
has provided. In fiscal year 1953, several hundred thousand veterans will fail 
to receive the care to which they are entitled by law, because the funds provided 
will fall short of actual requirements by some $24 million. 

Obviously a situation has developed whereby Congress, on one hand, has given 
to the veteran certain legal benefits entitling him to dental treatment for service 
connected conditions, and, on the other hand, has not appropriated sufficient 
funds to provide adequately for the administration of such benefits. It is only 
fair to the veteran that Congress either take these benefits seriously enough 
to apprepriate sufficient funds or reduce the benefits in accordance with what 
Congress is willing to appropriate. 


2. LEGAL BASIS FOR THE PROVISION OF OUTPATIENT DENTAL TREATMENT 


The laws and regulations under which the present program is approved are 
as follows: 

(a) The basic legislation granting medical and hospital treatment to vet 
erans for disabilities incurred in line of duty and to veterans of any war is in- 
corporated in Executive Order Veterans’ Regulation 7A, issued under the au- 
thority of Public Law No. 2, 73d Congress. 

(b) Public Law 791, Sist Congress, entitles veterans of the Spanish-Ameri 
can War, Boxer Rebellion, and Philippine Insurrection to outpatient treatment 
for any physical disabilities including outpatient dental treatment. 

(c) Public Law 28, 82d Congress, provides the same benefits to veterans in 
active service after June 27, 1950, as are afforded to veterans of wartime service 

VA Regulation No, 6128 has established the following classes of beneficiaries 
who may be authorized outpatient dental treatment : 

Class I: Those having service-connected compensable dental disabilities. 

Class II: Those having service-connected noncompensable disabilities, 

Class III: Those having a dental condition not service-connected but medi 
cally determined to be aggravating a systemic disorder that is service-connected 

Class IV (does not apply to outpatient treatment) : Those receiving domicil 
iary care. 

Class V: Those pursuing a course in vocational training authorized under 
Public Law No. 16, 78th Congress, as amended, who require dental treatment 
to prevent interruption of training. 

Class VI: Persons who served in the Spanish-American War, Boxer Rebellion, 
and Philippine Insurrection eligible under Public Law No. 791, 8ist Congress. 

Class VII: Persons who served on or after June 27, 1950, eligible under 
Public Law No. 28, 82d Congress (Korean veterans). 


3. INPATIENT DENTAL CARI 


It should be pointed out that the Veterans’ Administration also provides ex- 
tensive dental care to bed patients in hospital under the legal authority which 
has been previously cited. The hospitalization of veterans ior dental diseases 
or conditions which require inpatient care has the same priority as hospitaliza 
tion for any other morbid condition. 

Consequently, any living veteran, not dishonorably discharged, is potentially 
eligible although the frequency of such cases is low. During a recent year 
about 2,000 patients were discharged from hospital by the Veterans’ Adminis- 
tration after admission specifically for dental care. 


80158—53——_8 
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Also, any veteran admitted for hospitalization is eligible for complete dental 
examination as an integral part of a physical examination. Approximately one- 
half million veterans annually fall into this category. 

However, eligibility for inpatient dental treatment is limited, with one excep- 
tion, to those patients for whom such care will have a direct or material bearing 
on the physical disability necessitating hospitalization. ; 

The excepted group includes patients with chronic disability requiring long 
hospitalization. For these patients, dental care involves that necessary treat- 
ment to keep their mouths in a clean and healthy condition and with sufficient 
dentition to provide adequate mastication. 

This excepted group, of course, is composed primarily of patients hospitalized 
for tuberculosis, neuropsychiatric conditions, or long-term G. M. and S. conditions, 
and members in VA domiciles. 

At any time, approximately 60 percent of the 100,000 patients in the VA 
hospitals and all of the 17,000 members in the domiciles are in this group. 


4. ESTABLISHMENT OF VETERANS’ ELIGIBILITY 


As indicated, inpatient dental care may be administered to VA bed patients 
in instances where the patients’ condition may or may not be service-connected. 
However, with the few exceptions hitherto outlined, all outpatient dental 
treatment must be related in some fashion to a service-connected dental or 
medical ailment. 

To establish eligibility for outpatient dental treatment, a veteran must make 
application to the Veterans’ Administration. It is the function of the VA 
Adjudication Division—not the VA Dental Service—to determine whether or 
not the veterans’ dental disabilities were incurred in or aggravated by his 
military service. When an application is received, the Adjudication Division 
obtains the veteran’s service records to determine the veteran’s dental history 
in the Armed Forces. Bach tooth of the veteran is considered separately. If 
the veteran is found to have developed a dental disability in the service, then 
service-connection for the individual tooth, or teeth, is granted. After the 
veteran’s claim has been adjudicated, the Dental Service is notified .of the 
decision, and dental treatment is authorized for those dental disabilities found 
to be service-connected. 

In order to eliminate delay in rendering outpatient treatment to persons who 
served on or after June 27, 1950 (i e., Korean veterans), VA Technical Bulletin 
10A—3038 provides for outpatient dental treatment pending adjudication of claims 
of those veterans who apply within 1 year after separation from service and for 
whom dental disease is shown to exist within that year. The teehnical bulletin 
was initiated to provide Korean veterans with the same prima facie eligibility 
consideration afforded veterans of World War cn. 

As has been previously pointed out, the Veterans’ Administration has estimated 
that today there are between 11 and 16 million veterans who are potentially 
eligible for outpatient dental treatment. These include all 95,000 veterans of the 
Spanish-American War, between 1,900,000 and 2,700,000 veterans of World War I, 
between 8,400,000 and 11,800,000 veterans of World War II and approximately 
1,400,000 veterans who served on or after June 27, 1950. 


If all the veterans now potentially eligible applied for treatment at least once 


during their lifetime, the bill to the Government would be approximately $1,400, 


OOO 000 Howeve as previously ndicated, most of these veterans would be 

eligible for continuous retreatment (in fact, during the past 614 years there were 

more than 1.200.000 applications for retreatment), so that the total eventual 
oney bill could become a matter of several billion dollars, 

STATIS AL EXPERIENCYT 

Statistically, the umber of applications for outpatient dental treatment re 

ed annually has varied from almost 600,000 to slightly more than 1 million 

The million peak was achieved during fiscal year 1947, following the release of 

the r majority of the World War IT servicemen who were granted prima 


facie eligibility for dental outpatient care for a 1-vear period following their 
discharge from military service Another peak occurred in fiscal year 1950 when 
some 800,000 applications were received. This peak was largely due to a minor 
economic recession in the midwinter of that year which produced some 60,000 
applications above the number expected (This recession also had its effect in 
increased application rates for other VA benefits as well as for VA dental 
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After dropping to a low point—slightly less than 600,000 in fiscal year 1951 
dental treatment applications again resumed an upward trend. This year 715,000 
applications are expected, and in fiscal year 1954, the number should be larger. 
An important factor in this upward trend is the Korean veterans. Last fiscal 
year there were approximately 50,000 Public Law 28 applications. During the 
first 7 months of the current fiscal year we have received 115,000 such applica- 
tions. These Public Law 28 veterans appear to be well informed as to their rights. 
Although they form only a small segment of the total veteran population, less than 
10 percent, approximately one-third of the current monthly applications are being 
made by them. 

The number of repeat applications, that is applications made for purposes of 
retreatment, has risen sharply over the past 6 years. In fiscal year 1947, repeat 
applications constituted less than 8 percent of total applications. During the 
past fiscal year 44 percent of the applications made were for purposes of retreat- 
ment, and today, almost one-half of the applications made by veterans other 
than those in the Public Law 28 group, are for retreatment. 

Since the end of World War II, the Veterans’ Administration has not had a 
staff of dentists in its own clinics large enough to dispose of the influx of 
applications nor would it have been possible to recruit sufficient personnel to 
maintain a system of inservice clinics large enough for this purpose. As a result, 
it has been necessary to purchase the greater part of the dental work from 
private dentists on a fee basis. (Almost 62,000 private dentists indicated a 
willingness to participate in the VA dental treatment program in fiscal year 
1952.) Since fiscal year 1946, private dentists have made almost one-half of the 
dental examination cases and an even higher proportion (84 percent) of the 
dental treatment cases at a cost of $215 million for clinical services. Since the 
end of World War II the average cost per case treated by fee-basis dentists has 
risen from about $70 to $101.57. Factors which have accounted for this rise 
are (1) aging of the veteran population with its resultant increase in dental 
treatment requirements, (2) deferment by some veterans of required treatment 
which has resulted in the development of more serious dental conditions, and 
(3) changes in the cost of living over the period which has resulted in some 
upward adjustment of the fee-schedule rates. The cost of fee-basis examination 
cases has been more stable, rising only from about $138 at the end of World 
War II to $13.66 during the current fiscal year. 

At the end of January 1953, the backlog of unprocessed applications exceeded 
300,000 and $17,778,000 would have been required to bring this backlog down 
to normal proportions. The funds available for the reminder of the fiscal year 
are inadequate to keep the status quo; and at the end of this fiscal year the 
backlog is expected to exceed 400,000 applications. To achieve currency in 
operations by the end of this fiscal year would require not less than $24 million. 


Receipt of applications for outpatient dental care during each fiscal year and 
applications pending treatment authorization at end of each fiscal year, July 1, 
1946, through Jan. 31, 1953 


Applications received dur 
\ 
R 
I 
I 
——— 
Nul 
t 
19 2 
1948 + S 1) 
1 1 73 ‘ 2 14 2 x 
l " sin) ) 7 s 
1 ys } 
! 
yt} 7,134 ) 
! | ) 
| 








226 





July 1, 


2 COMPLE 


ram 


rg 
j 


atient de ntal 7 


f 


/ 


0 


‘} 


| 
L 


‘ASI 


EXAMINATION 


MEDICAL AND DENTAL PROGRAMS FOR 











= 
_ 
i 
| a 
o L 
é = x 
~ 3 
v © —_ 
¢ Za 5 S 
—_ Sc Laos 
n se SHAE 
- Fr So a + 
& t t= t= 
ms oT == 
. sAAee 
7 
4 
aanNnece 
- 2 © = 
™ SAI< HE 
= | & 








Avert 





In VA clini 
ant 








. lO 
fr s6daanse 
- HHS 
< e nN 
2s HRS 
" aN 








8. 839 
{ 
g 
f 





mens 








27) RL4 


706 


21 


3, 474, 





2. 


ASE 





























MEDICAL AND DENTAL PROGRAMS FOR VETERANS 227 


Pig licaions Sor Oxrgtient Verite Tretia 


FY (941 Throws, FYtas3 
—Rrosonds 


{200 


ooo a 
yet Agplicotions Received 
Waring coach Pisca\ 
¥ R 
G0 
600 
— Authorization of enc 
OP och Lyscal Yar 
200 
° 





$947 4B (949 (950 19S) 1852 1953 


Fi sco\ Ypors a 


a/ Estimated 








228 MEDICAL AND DENTAL PROGRAMS FOR VETERANS 


“actel Exominaition, Cases Completed In 
VA Clinics and “Par tici pa: Ng 
a 


FY 19S Vheoudh FYias3 


“Thousands 


goo 


yoo 


600 





94S IW IMT WHR (944 fQ50 «1951 = jq52 61953 
Fiscal Yeaes o 


a/ Estimat e d 





MEDICAL AND DENTAL PROGRAMS FOR VETERANS 229 


“Dental TRacttrrant Sass Completed In 
VA Clinics — i v Teigating 
s 


Denti 


FYIGNS Throuch FY 459 


RA iciypa tina « 
Venrists Sys 





HS 4 47 194B 1949 1950 951 1952 1953 
Fiscal ‘eaas / 


af Estimated 








230 MEDICAL AND DENTAL PROGRAMS FOR VETERANS 


“Progeations oP Or Kent Dental Clinica. 
— eke 4 ° 
Parrici yan toe i) 


FY q4S5 Through FY 1453 







Recent of all 


CaseS Come 


i7 ie goers po Ficrgating, 


80 >~ [fa 
\ 
70 > 
| 
a a. 


‘io > 


Percent of all inate 

Se nen \eTe + Retge : 
were dow ‘ ‘ 
dextists. 4% S 


20 





° 
4S 4 1947 14S 1949 1450 ASI 1qs2 ns 
Fiscal eae 


af Estimated 


6. FUTURE OF THE PROGRAM 


It is hard to visualize this program where the costs are measured in millions, 
the caseloads in hundreds of thousands, and the units of treatment in indi- 
vidual teeth. Perhaps a more simple approach can be made by pointing out 
the practical effect of the enabling law in an individual case. Last summer 
the Veterans’ Administration conducted a case study of veterans for whom 
outpatient dental treatment was provided. The study included 2,333 patients 
who had received treatment following a first application for such treatment and 
an additional 1,899 patients who were treated after a second or later applica- 
tion. The following facts were discovered : 

Each new applicant on the average required treatment for more than half of his 
teeth (only 14.6 of 32 teeth were found to be normal or functionally restored). 
For the repeat applicant, this situation was even slightly worse. 

However, only about one-fourth of the average new applicant’s teeth proved 
to be service-connected, and approximately 30 percent of the average repeat 
applicant’s teeth were service-connected for treatment. 

The basic law for outpatient treatment provides for the treatment of service- 
connected disability and also for other disabilities that may be associated with 
service-connected disability. Since the mouth is an integrally functioning organ 
of the human body and the teeth are all related, it is impossible to provide 





: 
; 


a aceapsetin tenN cabeectal 


ely A. teal ents cual sahara en 


ee ae ee ee 


MEDICAL AND DENTAL PROGRAMS FOR VETERANS 231 


dental care solely for service-connected teeth in each case (although this is done 
where clinically possible). For example, if a veteran has lost his first molar 
under conditions which make that space service-connected and the 2 teeth ad- 
jacent to the molar are also missing but not service-connected, then to provide 
a replacement for the service-connected tooth, it is also essential to replace the 2 
adjacent missing teeth. 

It has been said that it is possible for a veteran patient to have only one 
service-connected tooth and finally to receive full dentures from the Veterans’ 
Administration. It is possible by law and has occasionally, but not frequently, 
oecurred. 

The dental program has been made expensive by the fact that a large propor- 
tion of the veteran applicants require dental prostheses and also by the fact 
that once service-connected is established, the Government provides continuing 
care at the Federal expense. 

How involved and costly this continuing care is may be illustrated by a case 
of a veteran who has experienced seven episodes of treatment at VA expense, 
In 1935, this veteran who had nine service-connected teeth came to the Veterans’ 
Administration for treatment. He was authorized and received one filling at a 
cost of $38. Four years later in 1939, he returned for an upper partial which 
cost the Veterans’ Administration $36.50. Three years later he received another 
upper partial at a cost of $48. Four years later, in 1946, the Veterans’ Adminis- 
tration remade the upper partial and constructed a lower partial at a cost of 
$85. In 1949, 3 years later, it was necessary to extract 7 teeth (only 1 of which 


was service-connected), construct an upper full denture, remake the lower 
partial and add 1 filling at a cost of $246. Two years later, it proved necessary 
to extract the veteran’s remaining 8 teeth (none of them service connected) 
in order to give the veteran a full upper and lower at a cost of $164. One year 
later, he came in for additional treatment at a cost of $70. This veteran to date 


has not only cost the Federal Government $652.50, but he is also eligible for 
continuing treatment. 

What then is to be done? The current program is admittedly expensive, but 
if the veteran is to receive effective dental care as presently authorized by law, 
there is no cheap way out. The cost per patient will increase as time goes on, and 
the only way that Congress can reduce the cost of the program without denying 
the veteran his legal due is to reduce the program’s scope. The decision is up 
to Congress. Either Congress must provide generous funds for the outpatient 
dental program as it now stanads, or Congress must amend the program to the 
point where it is less generous to the veteran. 


Cost of VA dental program * 


Cli ) 
. , Administra VA clit ir 
tal ‘ i 1 
Fiscal year rotal co ten acat 4 Pomnital Pat 
Total lomiciliari ee-t 
ind regional le 
offi 
1948... ) (3 $50, 231, 000 
1949 ( } | ; 8 814 000 
1950 ( (3 | ) 545. 000 
1951 $40, 246, 000 $3,411,000 | $36,835, 000 $10, 133, 000 26, 702, 000 
1952 47, 385, 000 3, 454, 000 | 43, 931, 000 | 12, 121, 000 31, 810, 000 


1 These are minimum estimates and include only readily identifiable costs. Excluded are the costs of 
adjudication of dental applications, of certain vouchering activities for invoices submitted by fee-basis 
dentists, the costs of maintaining clinical records in hospitals and outpatient clinics, travel costs for veterans 
coming to VA clinics, ete 

2 Includes cost of Central Office staff and of dentists and other dental employees engaged in administrati 
work involving the processing of applications for outpatient treatment. 
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7 episodes of outpatient dental treatment, 1935-52 





Episode | Year Service-connected teeth r'reatment authorized Cost 
i | % 
l 1935 1, 2, 3, 4, 5, 15, 16, 18, 30 1 filling $3. 00 
2 1939 l upper partial 6. 50 
1942 1 upper partial 48. 00 
$ | 194 Remake upper and construct ver par 85. 00 
tial 
1949 Extraction 7, 8, 9, 11, 12, 14, 15; 1 upper 246. 00 
full denture; r ke lower partial; 1 
aii 
f E xtrac L747. 2B Me DB. 2 7 { <) 
full upp u ; 
952 Full upper and full lower 70. 00 


‘ 

Mr. Ayres. Doctor, I just wanted to confirm one thing that was 
mentioned in the debate the other day. 

Those of us that have been in the service know that during the basic 
training period, you get marched down and examined, and your 
fillings are taken care of. That becomes service connected; is that 
true ¢ 

Dr. Fat BER. Not necessarily, Mr. Congressman. It I may use this 
example, when your teeth were examined, at the time of entry into 
the service, we will say, they were charted. Certain of those teeth were 
listed as missing. Certain of those teeth were listed as carious and 
restorable. Others may have been listed as carious but not restorable. 

Now, if a tooth was listed as one at the time you entered the 
service, that tooth is adjudicated + S a non-service-connected tooth. 
That is not a condition that is incurr me by your service. By the same 
token, if you have a carious nonrestorable tooth in your mouth, and 
it was recorded as xneill and that tooth had to be extracted in your 
period of service—it would have had to be extracted anyway had 
you remained in civil life—that tooth is adjudicated as nonservice 
connected. 

Mr. Ayres. In my own ease, I had my teeth examined prior to 
being inducted, and my dentist advised I needed four fillings but they 
were not needed badly, and if I waited I would get them for nothing. 
I waited, and I got those filled. Now, are those four teeth service 
connected ¢ 

Dr. Favner. If it is found, upon examination, that carious con- 

: dition was aggravated by your service. 

Mr. Ayres. Well. it could not possibly have been aggravated, 
because it happened 3 weeks after I went in. 

a Dr. Fauser. Then you came out with teeth restored perfectly, and 


I would wager you would get nonservice connection on those teeth. 

Mr. Ayres. Then I cannot understand why we have so many cases 
of service-connected teeth ; because then when you are discharged you 
are again taken care of. 

Dr. Fauper. Are you? 

Mr. Ayres. If you have anything wrong. 

Dr. Favuser. If I may answer the question and try to clarify it this 
way I might state that has been one of our biggest problems in 
recent months. I am informed that the various separation centers 
and discharge centers of the military have been advising veterans to 
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wait until they get into civil life, and the Veterans’ Administration 
vill care for them. 

Mr. Ayres. Might it not be advisable to have in the law that they 
would be checked and put in as good condition as they were with 
you found them? Therefore, you would not have the service con- 
nection. 

Dr. Fauser. I would be very happy at anything that could relieve 
this pressure of this program, which is impossible to administer at 
the moment. 

Mr. Frxo. Doctor, may I ask you this question: Assuming back 
in the service, in 1943, a veteran develope cd decay in his tooth “which 
required filling. 

Dr. Fauser. It was normal when he came in? 

Mr. Frxo. No, because of the risk in the service, the decay developed. 
It was filled. Then it was neglected, never was brought to the at- 
tention of a dentist, and during these 10 years it has deteriorated and 
gone on to the next and the next tooth, so that when he eventually 
got to the VA he has lost not only the tooth that has lost its filling but 
the two adjacent teeth have decayed as well. Would those three 
teeth be fixed and be ieuidieagh ervice-connected disability ? 

Dr. Fauser. I would not like to judge on that case. I will say it is 
possible. As I mentioned earlier, we in the Department of Medicine 
and Surgery do not rate these cases. And I am not entirely familiar 
with all the details of the rating procedure, and so forth. 

Mr. Frvo. Well, if that were true, would you think that it was the 
intent of Congress and its desire to take care of service-connected dis- 
abilities, to do that sort of work and spend that sort of money ¢ 

Dr. Fauser. The only thing I could say to that, Congressman, is 
this: If we have, for example—and I think this is pretty much your 
case—if we have three teeth, the middle one of which is service con- 
nected and is missing, and the two adjacent teeth also are missing 
but are nonservice connected, I would have to say to you that it is im- 
possible for me to replace this middle tooth without also replacing 
the other two, which are nonservice connected. There is no way in 
which I could do it. I question whether any dentist could do it, 
whether he could adequately restore the middle tooth to function with- 
out also restoring the other two, which were nonservice connected. 

Mr. Fino. Even though 10 years ago it was a simple filling, and it 
was the fault of the negligence of the GI, the veteran, in taking care 
of his teeth ? 

Dr. Fauser. Well, there is the question of service connection. I 
am not entirely clear on the rating procedure and would not attempt 
to resolve that particular case. But if it were adjudicated as service 
connected, and the other teeth were missing adjacent to it, there is no 
way I could take care of that service-connected tooth without taking 
care of these others. 

Mr. Fino. Now, may I ask Admiral Boone a question? I am trying 
to refresh my recollection. 

Did you say, during the course of your testimony, that if a veteran 
goes into one of our hospitals and he carries hospitalization insurance 
and the Government takes care of his ailment, we do not have any right 
to collect, or we do not collect, from the insurance company, for that 
hospitalization ? 
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Admiral Boonr. I would like to clear that up, if that is your im- 
pression, Mr. Congressman. 

Mr. Fino. Yes, I wish you would. 

Admiral Boonr. Up until, let us say, 16 months ago, most insurance 
companies, including Blue Cross and Blue Shield, w vould pay us upon 
receiving billing from the Veterans’ Administration. Several com- 
yanies have discontinued payment, including Blue Cross and Blue 
Shield. 

Mr. Fino. Why? No reason at all? 

Admiral Boons. I don’t know. And that money didn’t go to the 
hospital. An equivalent amount is deducted from our budgetary 
requirements, 

Now many insurance ea refuse benefit payments where the 
insured is hospitalized in a Federal hospital. Wherever possible, we 
bill the insurance company. 

Mr. Fino. What has your department, the Veterans Administra- 
tion, done in that respect ? 

Admiral Boonr. We bill insurance companies whenever the contract 
provides benefits. 

Mr. Epmonpson. Have there been any suits filed for collection ? 

Admiral Boonr. The Solicitor attempts to make these collections. 
During 1952, first half, we collected $1,213,251. In the 1950 fiscal 
year, 56,000 insured patients were discharged and we collected 
$1,580,965. We still bill and try to collect. 

Mr. Fino. From those figures, it seems the Government is losing 
about a million and a half dollars every year since the insurance com- 
panies have taken that atitude that they do not want to pay to reim- 
burse the Government. 

Admiral Boonr. And I should explain that we only bill them for 
the part of the hospitalization that is covered. If the patient were hos- 
pitalized for months it would only cover up to the extent of the limita- 
tion in the policy and for certain contingencies. We bill them for that 
service and not beyond that period for which benefits are payable. 

Yes, I think it is a fair presumption, but I do not have all the figures, 
that the taxpayer loses a good deal by this change of procedure of 
certain companies. 

Mr. Epmonson. Have there been any lawsuits filed to collect that 
money ¢ 

Admiral Boone. I could not answer that question. 

Mr. Hagen. I would like to comment, Madam Chairman, on this 
dental program. Before any work is done, in each case there is $20 
spent. But is there any brighter side of this, a saving in pension pay- 
ments by reason of the rehabilitation, a person’s receiving pensions or 
a decrease in their allowance while they are in the hospits il? And also, 
what p ercentage of your receipients of care are also rec ipients of pen 
sions? There may be a net saving to the taxpayer here. 

Admiral Boonr. Mr. Hagen, I would like to refer that to the Claims 
Department. 

Mr. Purxs. The veteran who is married and enters the hospital— 
his present compensation or pension is not reduced. In the case of a 
single oo ran without dependents who is hospitalized—and that is 
strictly by the VA—his compensation or pension is reduced one-half 
on the first of the seventh calendar month following the date of his 
admission. But if he gets an approved discharge from the hospital, 
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we will pay the money we have withheld. If he goes a. w. o. 1., or is 
discharged against medical advice, we make him wait 6 months. 

Mr. Hacen. In other words, there is no saving in pension at all? 

Mr. Purxs. That is right, not under these provisions. It is an ad- 
ministrative law—Public Law 662, 79th Congress, as amended. 

Mr. Hagen. Now, when you get a man in that has a condition that 
he is getting a pension for and you correct that condition, do you 
report that to the Pension Bureau ? 

Mr. Purks. Generally, the VA would screen for review a pension 
case involving permanent total non-service-connected disability for 
whicl 1 he had been hospits alized. 

If c goes in and we cure the condition, we review his hospital 
record, and if he is no longer P. and T., we will discontinue the 
pension. 

Mr. Hacren. Do you have any statistics as to how much money is 
saved by virtue of your hospitalization and medical program, and 
how much mone Y you saved ] e nsionwise by reduct tions in pel isions, 
and so forth ? 

Mr. Purxs. No; I do not. 

Mr. Hagen. You do not have any figures on that / 

Mr. Purxs. No. 

Mr. Hacen. I think that might be valuable, Mrs. Rogers, because 
there might be a net saving. It probably would not equal the cost of 
it, but it would make it look a lot better. 

The CratrMan. I think the hearings of last year or the year before, 
Mr. Hagen, may contain that information. 

Will you get that information for us? 

Mr. Purxs. I will try. Yes, ma’am. 

(The Veterans’ Administration subsequently reported that there are no sta- 
tistics available or capable of being segregated which would precisely indicate 
the possible reductions in compensation or pension resulting from hospital and 
medical care only, as this is but one factor, among several, which are considered 
in the adjudication picture. If the case files of all veterans receiving compen- 
sation or pension were to be reviewed, it would still not be possible to assess the 
exact effect of such treatment upon compensation or pension. ) 

Mr. Purxs. The same thing applies for compensation. If he goes 
in with a service-connected condition, and he is improved, we get the 
report, review it, and if necessary we will decrease. Or if it is an 
increase, we will give him greater compensation. It works both ways. 
So the say ings on one side probably overshadow the other. 

Mr. Hagen. The increases may be overshadowed ? 

Mr. Purks. Precisely. 

Mr. Hagen. I think that would be interesting information to have, 
Mrs. Rogers. 

The Cuamran. Very interesting. 

Admiral Boonr. Mrs. Rogers, I am sorry I didn’t have an oppor- 
tunity to make this statement before so many members left the hearing. 
Mr. Ayres and others, who raised the point about confidence in the 
Administrator and that that reaction probably interfered with getting 

ie bill through the other day and might in the future. : 

Of course, VA medicine is the most intricate and involved and 
difficult medicine there is, as you can see from these hearings. I talked 
to General Bradley when I assumed this position, or the day before 
I did. I saw him the other night at the Caribou dinner, and he con- 
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firmed what he said then. He never has had, in all his career, as difli- 
cult a job as being Administrator of Veterans’ Affairs. There was 
nothing comparable to it in his career, before, or since. He said, “for 
the Administrator the problems were never ending.” 

I observed that in the past 2 years, that General Gray has taken a 
terrible beating, and a lot of it very unjustly. And I believe that no 
matter who is in this position, because it is of such a controversial 
nature, whoever is Administrator is going to be subjected to much 
criticism. This is due largely because you are dealing with a large 
number of sick people and emotionally disturbed families. If you 
have one in the family who is ill you know what it does to the home, 
and here we have 100,000 patients multiplied by families of 4, you 
have almost a half million people disturbed. 

So, because of this disturbance in a great segment of the population, 
the man at the top is going to be always the goat, and if he hasn’t 
the character and stamina he won’t survive it. I think it is amazing 
that for 5 years and some months General Gray has been able to take 
this beating which he has received. And I have great admiration for 
his stamina and courage through great vicissitudes for having 
weathered the storms. 

The Cuatrman. I have also, Admiral Boone, and I admire General 
Gray’s absolute integrity. I do not think General Gray wants to 
tear anybody down. He want to build up. And he runs—what is 
it?—six businesses. He does not always do what I want, but I have 
always respected his integrity and what he has accomplished during 
these years, 

Admiral Boonr. Living close to high officials through trial and 
tribulation is not a new experience to me. I went through those 
periods in the White House, and I went through with him that terrible 
period Mr. Hoover weathered in the latter months of his term of 
office. So I have seen it from intimate angles. I know what it does 
to the individual, as a physician. 

The CHatrman. Mr. Hoover was unjustly blamed, too. 

Admiral Boonr. Absolutely! And when I looked through those 
panes of glass down of the White House to the south grounds those 
same panes of glass that Lincoln looked through, I thought of what 
Abraham Lincoln endured. But, you know, these high Government 
officials have to have stamina and fortitude, or they could not con- 
tinue to serve their country through adversity. 

The Cuamman. Speaking of what you have accomplished, no Medi- 

cal Director has ever secured the authori ity for power in the veterans’ 
service that you have, the authority to go ahead and do what you 
think is needed by the veterans. You deserve a great deal of credit. 

Admiral Boonr. Thank you very much Madame Chairman. But 
my deep concern is, daily and hourly, my inadequacies to meet all 
the demands that are placed upon me. 

The Cuamman. Admiral Boone, I was very much interested, at the 
Walter Reed Hospital, when I saw the quadruple amputee who had 
just come in. His family was there. 

And just before I left, one of the members of the family said to 
another amputee, “Be sure that his teeth are brushed every day.” 

Admiral Boonr. In that connection, I think it is proper to say, 
in connection with a question Dr. Long asked, about this man coming 
in from this community without teeth, and getting a plate: He may 
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have had a very serious digestive disturbance, and he could not 
masticate until he had teeth. There was no use in giving him any 
medicine. What he needed most was masticating surfaces to prepare 
the food for digestion. Until he got that, all the medicine in the 
world would have been for naught. You must put the cart before 
the horse. Such cases are easy to criticize, but that is the situation 
medical wise. 

Mr. Hacen. I am a neophyte on this committee, but, as you know, 
there is a political slogan that “The way to get reelected is to vote 
for all appropriations and against all taxes.” I think that is what 
we have done in this veterans’ program. We have these liberal laws, 
and we have failed to appropriate the money to implement them. I 
can see where the Administrator has a very difficult job for that 
reason, and then I would also like to call your attention to that letter 
on the neuropsychiatric situation. 

The CHatrman. Yes. Without objection, this letter from Mr. 
Hagen to Admiral Boone regarding psychiatric treatment, with the 
enclosed copy of a memorandum submitted by Dr. Harvey Tompkins, 
will be inserted in the record. With no objection, it is so ordered. 

Admiral Boonr. Madame Chairman, I wish to thank you and your 
committee for courtesies and kindness shown my associate and me 
during these hearings. 

(Material referred to follows :) 

VETERANS’ ADMINISTRATION, 
OFFICE OF CHIEF MEDICAL DIRECTOR, 
DEPARTMENT OF MEDICINE AND SURGERY, 
Washington 25, D. C., February 12, 1953. 
Hon. HARLAN HAGEN, 
House of Representatives, Washington 25, D.C. 

Dear Mr. HAGEN: You will recall that when I last appeared before the Vet- 
erans’ Affairs Committee, you handed me a memorandum requesting at the time 
of my next appearance I make a comment on the neuropsychiatric program in 
terms of the standards of the American Psychiatric Association with some statis- 
tics on the degree of cure. 

Inasmuch as this is a rather involved matter in which the entire committee 
may not possibly be interested, I thought you would appreciate having in advance 
a copy of the memorandum on this subject submitted to me by Dr. Harvey J. 
Tompkins, Chief, Psychiatry and Neurology Division. 

If there is any further information you desire on this subject, please do not 
hesitate to call upon me. 

With kindest personal regards, I am 

Very sincerely yours, 
J. T. Boone, 
we al ( Meomtbhe of Congress), United States Navy, Retired 
Chief Medical Director. 


FEBRUARY 5, 1953. 
lo: Chief Medical Director, Room 804 
From: Chief, Psychiatry and Neurology Division. 


INFORMATION REQUESTED BY CONGRESSMAN HAGEN, VETERANS’ AFFAIRS COM MITTER, 
REGARDING THE NEUROPSYCHIATRIC PROGRAM, SPECIFICALLY RELATING TO A COM- 
PARISON OF HE STANDARDS OF THE AMERICAN PSYCHIATRIC ASSOCIATION AND THE 
DEGREE OF CUR! ATTAINED IN THE VETERANS’ ADMINISTRATION 
1. A proper evaluation of a medical program is dependent not only on the num- 

ber of patients treated and discharged, but also on the quality of treatment 

given The psychiatric program of the Veterans’ Administration is at the same 
level or higher than the standards set by the American Psychiatric Association. 

The American Psychiatric Association standards require shock therapy facilities 


chiatric hospitals; we have them in all psychiatric hospitals. Like- 


i 
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wise, occupational therapy, recreational therapy, psychosurgery, etc. However, 
we do fall below the minimum standards for personnel. For the “long term” 
patient, which composes the majority of our patients in predominantly psychiat- 
ric hospitals, the minimum American Psychiatrie Association standard in 10 psy 
chiatrists per 1,000 patients. We have a ratio of 6.5 psychiatrists per thousand 
patients. In round numbers, to conform to the standards, we should have 500 
psychiatrists for our patients; we actually have 331 and, therefore, are under 
staffed, in accordance with minimum standards, to the extent of 169 doctors. It 
should also be noted that of the Veterans’ Administration’s network of psychiatric 
hospitals, our best staffed hospital has 15 psychiatrists per 1,000 patients; our 
most understaffed hospital has 3 phychiatrists per thousand patients; the median 
figure, as previously given, is 6.5 per thousand. 

2. In its predominantly psychiatric hospitals, the Veterans’ Administration 
has about 55 nurses and 243 aides per thousand patients. Since the minimum 
standards of the American Psychiatric Association call for 50 nurses and 140 
aides per thousand patients, it would appear as if the veterans hospitals were 
comfortably above these minimum standards. However, the figures are not com 
parable because of the 4- to 8-hour difference in the average workweek and the 
difference in allowed vacation time; and because a relatively larger proportion 
of the nursing staff is used in educational or administrative overhead. When 
adjustments are made for these factors, the comparable ratios in Veterans’ Ad 
ministration predominantly psychiatric hospitals work out at 41 nurses and 187 
aides per thousand patients. The Council of State Governments gives 66 nurses 
and 225 aides as the appropriate figures for hospitals for the long-term care of 
the mentally ill. On this basis, Veterans’ Administration’s predominantly psy- 
chiatric hospitals suffer a shortage of 17 percent in aides and 38 percent in nurses. 

8. According to the American Psychiatric Association standards, there should 
be one social worker per hundred admissions per year. Our predominantly 
psychiatric hospitals admit about 43,000 patients per year, so that we should 
have 430 social workers to meet these minimum standards. We actually have 
204, which is 47 percent of the standard criterion. 

4. In clinical psychology, we have on duty approximately one-third of re 
quired clinical psychologists to meet staff requirements. 

5. Over the last 15 years, the discharge rate from Veterans’ Administration 
predominantly psychiatric hospitals has increased fourfold. Considering all 
discharges (nonpsychotic as well as psychotic) from the predominantly psychi 
atric hospitals of the Veterans’ Administration, the discharge rate soared from 
271 per thousand census (in 1939) to 830 (in 1951). During the same decade, 
the rate at State hospitals rose from 129 to 170 per thousand census. Because 
of our relatively higher ratio of nonpsychotic patients and our much lower 
ratio of senile psychotics, the two sets of figures should not be compared with 
each other, but rather each hospital system’s figures should be compared verti 
cally for change during the past 10 years. On that basis, State hospitals showed 
an improvement in discharge rate from 129 to 170, an increase of 32 percent; 
the discharge rate in Veterans’ Administration’s predominantly psychiatric 
hospitals jumped from 270 to 830, an increase of 211 percent. 

6. The country’s psychiatric resources: Throughout the country, there are 
about 560,000 beds for the long-term care of the mentally ill. The Veterans’ 
Administration operates 10 percent of these beds, though we account for almost 
22 percent of all psyehotic admissions. In the United States, there are 199 
State hospitals, 50 city or county hospitals for the long-term care of psychotics, 
292 small private institutions, and 34 predominantly psychiatric Veterans’ 
Administration hospitals. (For these purposes, St. Elizabeths Hospital in 
Washington, D. C., is tallied as.a State hospital.) The average size of a State 
hospital is 2,400 beds; of a county hospital, 400 beds; of a Veterans’ Adminis- 
tration psychiatric hospital, 1,550 beds; and of a private institution, 43 beds. 
State governments operate 35 percent of the hospitals, but have 85 percent of 
the patients. The Veterans’ Administration operates 6 percent of the hospitals, 
but has 10 percent of the patients and 20 percent of the admissions. Private 
institutions account for 50 percent of the hospitals, but only 2 percent of the 
patients. 

7. One of the significant figures is the difference between percentage of patients 
and percentage of admissions. The column “Admissions ratio” below answers 
the question: Of all psychotic admissions in the country, what ratio entered 
Veterans’ Administration hospitals? The column “Residence ratio” answers 
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the question: Of all psychotics in long-term hospital beds, what ratio are in 
Veterans’ Administration predominantly psychiatric hospitals? The denomi- 
nator is the aggregate of all hospitalized psychotics in the country. 


Admission K lene Admissions) Residence 
ratio rat ratio ratio 

1939 f 6 1946 22.3 9.1 
1940 6.8 6, 2 1947 24.3 9.7 
1941 t 2 1948 21.7 9.5 
1942 f f v49 2. 1 9.6 
194 10.0 2 1950 23.3 9.6 
19 4 15.1 ( 195 22.7 9.5 
1945 6.9 8. 1 


The two columns started to pull away from each other in 1943, and by 1947 
they were very wide apart. They have maintained their relative distance since 
then. The difference is a meznsure of shortness of hospital stay. During the 
last prewar year (1941), Veterans’ Administration accounted for 6.2 percent of 
all admissions; and for the same proportion of all resident patients. Thus, pa- 
tients must have had about the same hospital stay in each system. However, 
during the past few years the Veterans’ Administration has accounted for a 
fifth of all admissions but only a tenth of all resident patients, suggesting that 
the patients stay only half as long at Veterans’ Administration hospitals, so 
that, per bed, twice as many patients can be admitted. 

S. It should be emphasized again that the real measure of effectiveness of our 
program is not quantity but quality. The elements of our program are equal 
or in excess of the minimum standards of the American Psychiatric Association, 
except in terms of number of personnel. 

Harvey J. TompxKIns, M. D. 

Admiral Boonr. May I thank this committee for its courtesy and 
kindness in these days tomy staff and me / 

The Cuarman. We have a very fine committee, Admiral Boone, 
a very courteous committee. It is awfully nice to see the new members 
taking such an interest. I know the veter: ans appreciate it. We were 
created forthem. And I know they appreciate having us here. They 
appreciate you, too, Admiral Boone. 

Will you come at a later date ¢ 

Admiral Boone. I always keep myself available to respond to public 
requirements. 

The Cuarrman. | thought that the committee would like to hear the 
veterans’ organizations next regarding the need for hospital beds and 
care of the veterans. 

Shall we call it next Wednesday! I think that is a good day for 
most of the members. We will adjour n, then, until next W ednesday. 

Without objection, I am inserting at this point a record of all hos- 
pitalization legislation. 

(The material referred to is as follows :) 





1917 





Act OF OCTOBER 6, 





Section 302 (3) of the War Risk Insurance Act, as amended by Public Law 90, 
65th Congress, October 6, 1917, provided as to service-connected conditions that 
“the injured person shall be furnished by the United States such reasonable 
vovernmental medical, surgical, and hospital services and with such supplies 
including artificial limbs, trusses, and similar appliances as the director may 
determine to be useful and reasonably necessary: * * * 

‘(3) In addition to the compensation above provided, the injured person shall 
be furnished by the United States such reasonable governmental medical, surgi- 
cal, and hospital services and with such supplies, including artificial limbs, 
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trusses, and similar appliances, as the director may determine to be useful and 
reasonably necessary: Provided, That nothing in this Act shall be construed to 
affect the necessary military control over any member of the military or naval 
establishments before he shall have been discharged from the military or naval 
service.” 


AcT OF DECEMBER 24, 1919 


This was amended by section 11 of Public Law 104, 66th Congress, December 
24, 1919, to provide that the hospitalization furnished “injured persons” might in- 
clude a wheelchair. Hospitalization on a reimbursement basis to veterans of 
allied World War forces was also authorized. 

“(6) In addition to the compensation above provided, the injured person shall 
be furnished by the United States such reasonable governmental medical, surgi- 
cal, and hospital services and with such supplies, including wheeledchairs, artifi- 
cial limbs, trusses, and similar appliances, as the Director may determine to be 
useful and reasonably necessary, which wheeledchairs, artificial limbs, trusses, 
and similar appliances may be procured by the Bureau of War Risk Insurance 
in such manner, either by purchase or manufacture, as the director may deter- 
mine to be advantageous and reasonably necessary: Provided, That nothing in 
this Act shall be construed to affect the necessary military control over any mem 
ber of the military or naval establishments before he shall have been discharged 
from the military or naval service.” 


Act or APRIL 20, 1922 


Section 4 of Public Law 194, 67th Congress, April 20, 1922, provided that “all 
hospital facilities under the control and jurisdiction of the United States Vet 
erans’ Bureau shall be available for veterans of the Spanish-American War, the 
Philippine Insurrection, and the Boxer Rebellion, suffering from neuropsychiat 
rie and tubercular ailments and diseases” (p. 80). 

‘Sec. 4. That all hospital facilities under the control and jurisdiction of the 
United States Veterans’ Bureau shall be available for veterans of the Spanish 
American War, the Philippine Insurrection, and the Boxer Rebellion, suffering 
from neuropsychiatric and tubercular ailments and diseases.’ 


Act or MArcu 4, 19238 


302 (6) of the War Risk Insurance Act so as to provide that “all hospital facil 
ities under the control and jurisdiction of the United States Veterans’ Bureau 
ll be available for veterans of the Spanish-American War, the Philippine 
Insurrection, and the Boxer Rebellion, suffering from neuropsychiatric or tuber 
cular ailments and diseases, including transportation as granted to those re 
ceiving compensation and hospitalization under the War Risk Insurance Act.” 

“Sec. 4. That subdivision (6) of section 302 of the War Risk Insurance Act, is 
hereby amended to read as follows: 


Section 4 of Public Law 542, 67th Congress, March 4, 1923, amended section 


sl 





‘*(6) In addition to the compensation above provided, the injured person 
shall be furnished by the United States such reasonable governmental medical, 
surgical, and hospital services and with such supplies, including wheel chairs, 
artificial limbs, trusses, and similar appliances, as the director may determine to 
be useful and reasonably necessary, which wheeled chairs, artificial limbs, 
trusses, and similar appliances may be procured by the United States Veterans’ 
Bureau in such manner, either by purchase or manufacture, as the director 
may determine to be advantageous and reasonably necessary: Provided, That 
nothing in this Act shall be construed to affect the necessary military control 
over any member of the Military or Naval Establishments before he shall have 
been discharged from the military or naval service: Provided, That all hospital 
facilities under the control and jurisdiction of the United States Veterans’ 
Bureau, shall be available for veterans of the Spanish-American War, the Phil 
ippine insurrection, and the Boxer rebellion, suffering from neuropsychiatric or 
tubercular ailments and diseases, including transportation as granted to those 
receiying compensation and hospitalization under the War Risk Insurance Act.’ ” 

Public Law 242, 68th Congress, June 7, 1924 (World War Veterans’ Act, 1924) 
repealed the provisions of the War Risk Insurance Act as amended and gen 
erally reenacted its provisions, with certain liberalizations. Section 202 (6) 
of Public Law 242 contains generally the same hospital benefits for service 
connected cases as were provided in the War Risk Insurance Act except that pro 
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vision is made for the payment of the cost by the Government incident to com- 
mitment proceedings pertaining to incompetent persons entitled to hospital ben- 
efits under the act. 

“(6) In addition to the compensation above provided, the injured person shall 
be furnished by the United States such reasonable governmental medical, surgi- 
cal, and hospital services, including payment of court costs, and other expenses 
ncident to proceedings heretofore or herafter taken for commitment of mentally 
incompetent persons to hospitals for the care and treatment of the insane, and 
shall be furnished with such supplies, including wheel chairs, artificial limbs, 
trusses, and similar appliances, as the director may determine to be useful and 
reasonably necessary, Which wheel chairs, artificial limbs, trusses, and similar 
appliances may be procured by the bureau in such manner, either by purchase or 
manufacture, as the director may determine to be advantageous and reasonably 
necessary: Provided, That nothing in this Act shall be construed to affect the 
necessary military control over any member of the Military or Naval Establish- 
ments before he shall have been discharged from the military or naval service.” 

Section 202 (9) of the World War Veterans’ Act, 1924, in addition to out- 
patient treatment for service-connected disabilities, authorized reimbursement 
of value of emergency treatment, or hospitalization received from private sources 
in such cases. 

“(9) In addition to the care, treatment, and appliances now authorized by 
law, said bureau also shall provide, without charge therefor, hospital, dental, 
medical, surgical, and convalescent care and treatment and prosthetic appliances 
for any member of the military or naval forces of the United States, not dis- 
honorably discharged, disabled by reason of any wound or injury received or 
disease contracted, or by reason of any aggravation of a preexisting injury or 
disease, specifically noted at examination for entrance into or employment in 
the active military or naval service while in the active military or naval service 
of the United States on or after April 6, 1917, and before July 2, 1921: Provided, 
That the wound or injury received or disease contracted or aggravation of a 
preexisting injury or disease, for which such hospital, dental, medical, surgical, 
and convalescent care and treatment and prosthetic appliances shall be furnished, 
was incurred in the military or naval service and not caused by his own willful 
misconduct: Provided, That, where a beneficiary of the bureau suffers or has 
suffered an injury or contracted a disease in service entitling him to the benefits 
of this subdivision, and an emergency develops or has developed requiring 
immediate treatment or hospitalization on account of such injury or disease, 
and no bureau facilities are or were then feasibly available and in the judgment 
of the director delay would be or would have been hazardous, the director is 
authorized to reimburse such beneficiary the reasonable value of such service 
received from sources other than the bureau.” 

Section 202 (10) of World War Veterans’ Act, 1924, provided that hospital 
facilities under the control and jurisdiction of the Bureau should be available 
to every honorably discharged veteran of the Spanish-American War, the Philip- 
pine Insurrection, the Boxer Rebellion, or the World War suffering from certain 
enumerated disabilities. This section further provided “that the Director is 
further authorized, so far as he shall find that existing Government facilities 
permit, to furnish hospitalization and necessary traveling expense to veterans 
of any war, military occupation, or military expedition snce 1897, not dishonor- 
ably discharged without regard to the nature or origin of their disability: Pro- 
vided, That preference to admission to any Government hospital for hospitali- 
zation under the provisions of this subsection shall be given to those veterans 
who are financially unable to pay for hospitalization and their necessary travel- 
ing expenses.” See also section 202 (14) on hospitalization for veterans of 
allied forces. 

“(10) That all hospital facilities under the control and jurisdiction of the 
bureau shall be available for every honorably discharged veteran of the Spanish- 
American War, the Philippine Insurrection, the Boxer Rebellion, or the World 
War suffering from neuropsychiatric or tubercular ailments and diseases, paraly- 
sis agitans, encephalitis lethargica, or amoebic dysentery, or the loss of sight of 
both eyes regardless whether such ailments or diseases are due to military service 
or otherwise, including traveling expenses as granted to those receiving com- 
pensation and hospitalization under this act. The director is further authorized, 
so far as he shall find that existing Government facilities permit, to furnish 
hospitalization and necessary traveling expenses to veterans of any war, military 
occupation, or military expedition since 1897, not dishonorably discharged with- 
out regard to the nature or origin of their disabilities: Provided, That preference 
to admission to any Government hospital for hospitalization under the provisions 








MEDICAL AND DENTAL PROGRAMS FOR VETERANS 243 


— 


of this subdivision shall be given to those veterans who are financially unable 
to pay for hospitalization and their necessary traveling expenses.” 


Act oF Marcu 4, 1925 


Section 8, Public Law 628, 68th Congress, March 4, 1925, amended paragraph 6 
of section 202 of the World War Veterans’ Act so as to provide the injured person 
with governmental care as well as services, and also to authorize dental services, 
dental appliances, and special clothing made necessary by the securing of 
prosthetic appliances prescribed by the Bureau. 

“Sec. 8. Paragraphs 6, 7, and 9 of section 202 of the World War Veterans’ Act, 
1924, approved June 7, 1924, are hereby amended to read as follows: 

“*(6) In addition to the compensation above provided, the injured person 
shall be furnished by the United States Veterans’ Bureau such reasonable gov- 
ernmental care or medical, surgical, dental, and hospital services, including 
payment of court costs and other expenses incident to proceedings heretofore 
or hereafter taken for the commitment of mentally incompetent persons to 
institutions for the care or treatment of the insane, and shall be furnished with 
such supplies including dental appliances, wheel chairs, artificial limbs, trusses, 
and similar appliances, including special clothing made necessary by the wearing 
of prosthetic appliances prescribed by the bureau, as the director may determine 
to be useful and reasonably necessary, which dental appliances, wheel chairs, 
artificial limbs, trusses, special clothing, and similar appliances may be procured 
by the bureau in such manner, either by purchase or manufacture, as the director 
may determine to be advantageous and reasonably necessary: Provided, That 
nothing in this Act shall be construed to affect the necessary military control 
over any member of the Military or Naval Establishments before he shall have 
been discharged from the military or naval service,’ ” 


Act oF JULY 2, 1926 


Section 9 of Public Law 448, 69th Congress, July 2, 1926, amended section 202 


> 


(8) of the World War Veterans’ Act so as to provide certain prostheses, reim- 
bursement, etc., for persons receiving compensation for service-connected dis- 
ability. 

‘ * Provided further, That in addition to the compensation above provided, 
the injured person shall be furnished by the United States such reasonable gov- 
ernmental medical, surgical, and hospital services, including payment of court 
costs and other expenses incident to proceedings heretofore or hereafter taken for 
commitment of mentally incompetent persons to hospitals for care and treatment 
of the insane, and shall be furnished with such supplies, including wheel chairs, 
artificial limbs, trusses, and similar appliances, as the director may determine 
to be useful and reasonably necessary, which wheel chairs, artificial limbs, trusses, 
and similar appliances may be procured by the bureau in such manner, either 
by purchase or manufacture, as the director may determine to be advantageous 
and reasonably necessary: * * *.” 

Section 9 of Public Law 448, supra, also amended section 202 (10) of the World 
War Veterans’ Act so as to provide, among other things, hospital benefits for 
certain women veterans. 

*“(10) That all hospital facilities under the control and jurisdiction of the 
bureau shall be available for every honorably discharged veteran of the Spanish- 
American War, the Philippine insurrection, the Boxer rebellion, or the World 
War suffering from neuropsychiatric or tubercular ailments and diseases, 
paralysis agitans, encephalitis lethargica, or amoebic dysentery, or the loss of 
sight of both eyes, regardless whether such ailments or diseases are due to 
military service or otherwise, including traveling expenses as granted to those 
receiving compensation and hospitalization under this Act. The director is 
further authorized, so far as he shall find that existing Government facilities 
permit, to furnish hospitalization and necessary traveling expenses incident to 
hospitalization to veterans of any war, military occupation, or military expedi- 
tion, including those women who served as Army nurses under contracts be- 
tween April 21, 1898, and February 2, 1901, not dishonorably discharged, without 
regard to the nature or origin of their disabilities: Provided, That any and all 
laws applicable to women who belonged to the Nurse Corps of the Army after Feb- 
ruary 2, 1901, shall apply equally to members of the Army Nurse Corps who served 
under contract between April 21, 1898, and February 2, 1901, including all women 
who served honorably as nurses, chief nurses, or superintendent of said corps 
in said period: Provided, That preference to admission to any Government hos- 








244 MEDICAL AND DENTAL PROGRAMS FOR VETERANS 


~ 


pital for hospitalization under the provisions of this subdivision shall be given 
to those veterans who are financially unable to pay for hospitalization and their 
necessary traveling expenses: Provided further, That where a veteran hospital- 
ized under the authority of this subdivision is financially unable to supply 
himself with clothing, he shall also be furnished with such clothing as the 
director may deem necessary: Provided further, That where a veteran entitled 
to hospitalization under this subdivision is suffering with a disease or injury 
necessitating the wearing of a prosthetic appliance and is financially unable 
to supply himself with same, upon an affidavit to that effect the director is 
hereby authorized to furnish such appliance and to effect necessary repairs to 
the same without cost to the veteran: And provided further, That the pension 
of a veteran entitled to hospitalization under this subdivision shall not be sub 
ject to deduction, while such veteran is hospitalized in any Government hospital, 
for board, maintenance, or any other purpose incident to hospitalization: 
lrovided further, That the Act of May 4, 1898, entitled ‘An Act making appropri- 
ations for the naval service for the fiscal year ending June 30, 1899, and for 
other purposes,’ the Act of February 28, 1861, as amended by the Act of February 
2, 1909, relative to the Government hospital for the insane in the District of 
Columbia, or any other Act, in so far as they are inconsistent with the provisions 
of this section be, and they are, hereby modified accordingly.’ 

“In the insular possessions or Territories of the United States the director 
is further authorized to furnish hospitalization in other than Government 
hospitals 


Act or Jury 3. 1930 


Section 15 of Public Law 522, 71st Congress, July 3, 1980, amends section 202 
(10) of the World War Veterans’ Act so as to include among those entitled to 
hospitalization “persons who served overseas as contract surgeons of the Army 
at any time during the Spanish-American War, not dishonorably discharged, 
without regard to the nature or origin of their disabilities.” It also amended 
said subsection so as to provide that “for the purposes of this section the 
Spanish-American War shall be construed to mean service between April 21, 
1898, and July 4, 1902, and the term ‘veteran’ shall be deemed to include those 
persons retired or otherwise not dishonorably separated from the active list of 
the Army or Navy.” 

“Sec. 15. (1) That so much of the second sentence of subdivision (10) of 
section 202 of the World War Veterans’ Act, 1924, as amended (section 484, 
title 38, United States Code), as precedes the first proviso thereof, be hereby 
amended to read as follows: 

““The director is further anthorized, so far as he shall find that existing Gov- 
ernment facilities permit, to furnish hospitalization and necessary traveling 
expenses incident to hospitalization to veterans of any war, military occupation, 
or military expedition, including those women who served as Army nurses under 
contracts between April 21, 1898, and February 2, 1901, and including persons 
who served overseas as contract surgeons of the Army at any time during the 
Spanish-American War, not dishonorably discharged, without regard to the 
nature or origin of their disabilities: ° 

“(2) That the following ne paragraph be added to subdivision (10) of 
section 202 of the World War Veterans’ Act, 1924, as amended (section 484, 
title 38, United States Code), to read as follows: 

‘For the purposes of this section the Spanish-American War shall be con- 
strued to mean service between April 21, 1898, and July 4, 1902, and the term 
“veteran” shall be deemed to include those persons retired or otherwise not 
dishonorably separated from the active list of the Army or Navy.’ ” 


Act oF Juty 3, 1930 


Public Law 536, Tist Congress, July 3, 1930, authorized the President by 
Executive order to consolidate and coordinate any hospitals and executive and 
administrative bureaus, agencies, or offices especially created for or concerned 
in the administration of laws relating to the relief and other benefits provided 
by law for former members of the military and naval establishments of the 
United States, including the Bureau of Pensions, the National Home for Dis- 
abled Volunteer Soldiers, and the Unitetd States Veterans’ Bureau, into an 
establishment to be known as the Veterans’ Administration 
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[“Pusntic—No, 536—718s7T CONGRESS ] 
{“H. R. 10630] 


“AN ACT To authorize the President to consolidate and coordinate governmental activities 
affecting war veterans 


“Be it enacted by the Senate and House of Representatives of the United 
States of America in Congress assembled, (a) That the President is authorized, 
by Executive order, to consolidate and coordinate any hospitals and executive 
and administrative bureaus, agencies, or offices, especially created for or con 
cerned in the administration of the laws relating to the relief and other benefits 
provided by law for former members of the Military and Naval Establishments 
of the United States, including the Bureau of Pensions, the National Home for 
Disabled Volunteer Soldiers, and the United States Veterans’ Bureau, into an 
establishment to be known as the Veterans’ Administration, and to transfer the 
duties, powers, and functions now vested by law in the hospitals, bureaus, 
agencies, or oflices so consolidated and coordinated, including the personnel 
thereof, and the whole or any part of the records and public property belonging 
thereto the Veterans’ Administration. 

“(b) Under the direction of the President the Administrator of Veterans 
Affairs shall have the power, by order or regulation, to consolidate, eliminate, 
or redistribute the functions of the bureaus, agencies, offices, or activities in the 
Veterans’ Administration and to create new ones therein, and, by rules and 
regulations not inconsistent with law, shall fix the functions thereof and the 
duties and powers of their respective executive heads. 

“Sec. 2. There shall be at the head of such Veterans’ Administration an ad 
ministrator to be known as the Administrator of Veterans’ Affairs, who shall be 
appointed by the President, by and with the advice and consent of the Senate 
Such administrator shall receive a salary of $12,000 a year, payable monthly 
Upon the establishment of such Veterans’ Administration all the functions, pow 
ers, and duties now conferred by law upon the Commissioner of Pensions, the 
soard of Managers of the National Home for Disabled Volunteer Soldiers, and 
the Director of the United States Veterans’ Bureau are hereby conferred upon 
and vested in the Administrator of Veterans’ Affairs. Such administrator, under 
the direction of the President, shall have the control, direction, and management 
of the various agencies and activities enumerated in and referred to insection 1 
of this Act, and shall be charged with all the administrative duties relating to the 
National Home for Disabled Volunteer Soldiers and the Bureau of Pensions now 
imposed by law upon the Secretary of War and the Secretary of the Interior, 
respectively. All final decisions or orders of any division, hureau, or board 
in the Veterans’ Administration shall be subject to review, on appeal, by such 
udministrator. 

“Sec. 3. All property the title of which now stands in the name of the Board 
of Managers of the National Home for Disabled Volunteer Soldiers is hereby 
transferred to and the title thereof vested in the United States. If by reason 
of any defeasance or conditional clause or clauses contained in any deed of con 
veyance to the National Home for Disabled Volunteer Soldiers the full and com 
plete enjoyment and use of any of the property hereby transferred to the United 
States shall be threatened, it shall be the duty of the Attorney General, upon 
request of the President of the United States, to institute in the district court of 
the United States for the district within which such property is located such 
proceedings as shall be proper to extinguish all outstanding adverse interests: 
Provided, That the Attorney General shall have authority to procure and ac 
cept on behalf of the United States by gift, purchase, cession, or otherwise, e' 
denced by appropriate instruments of conveyance or cession, absolute title to 
and complete jurisdiction over all of the lands and other property herein trans 
ferred and conveyed to the United States. 

“Sec. 4. (a) The personnel on duty at the time of consolidation at the various 
branches of the National Home for Disabled Volunteer Soldiers shall be trans 
ferred to and given appointment in the Veterans’ Administration, subject to 
such change in designation and organization as the Administrator may deem 
necessary. 

“(b) Such of the personnel as are not inmates of any of the branches of the 
National Home for Disabled Volunteer Soldiers may, by Executive order, be 
given a Civil-service status in accordance with the laws relating thereto upon 
such terms and conditions as the President may direct. Whether covered into 
the civil service or not, the salaries of such officers and employees (other than 
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inmates) shall be fixed in accordance with the Classification Act of 1923, as 
amended (United States Code, title 5, chapter 13; United States Code, supple- 
ment III, title 5, chapter 13). 

“Sec. 5. (a) When the consolidation and coordination herein provided for 
shall have been effected in the Veterans’ Administration the President shall 
so declare by proclamation or order, whereupon the corporation known as the 
National Home for Disabled Volunteer Soldiers and the Board of Managers 
shall cease to exist. 

“(b) All contracts and other valid and subsisting obligations of the corpora- 
tion, the National Home for Disabled Volunteer Soldiers shall continue and be 
and become obligations of the United States, and the United States shall be 
considered as substituted for said corporation with respect to all such demands 
either by or against said corporation, unless and until they shall thereafter be 
superseded or discharged according to law. The outstanding obligations assumed 
by the United States by virtue of the provisions of this subdivision may be 
enforced by suit in the Court of Claims or in the district courts of the United 
States according to the ordinary provisions of law governing actions against the 
United States, and such courts shall have the power to enter judgment against 
the United States, with interest, in the same manner and to the same extent 
as if said corporation were party defendant. No such suit shall be maintained 
upon any cause of action existing at the time of the dissolution of said cor- 
poration or arising simultaneously therewith, unless brought within two years 
from the time of such dissolution. 

“Sro. 6. (a) All unexpended appropriations in respect of any hospital, bureau, 
agency, office, or home consolidated into the Veterans’ Administration shall, 
upon such consolidation, become available for expenditure by the Veterans’ 
Administration and shall be treated as if the Veterans’ Administration had been 
originally named in the laws making the appropriations. 

“(b) All orders, rules, regulations, and permits or other privileges, issued or 
granted in respect of any function consolidated under the provisions of this Act 
and in effect at the time of the consolidation, shall continue in effect to the 
same extent as if such consolidation had not occurred, until modified, superseded, 
or repealed by the Administrator 

“(c¢) The Administrator shall make annually, at the close of each fiscal year, 
a report in writing to the Congress, giving an account of all moneys received 
and disbursed by him and his administration, describing the work done, and 
stating his activities under subdivision (b) of section 1 of this Act, and making 
such recommendations as he shall deem necessary for the active performance of 
the duties and purposes of his administration. 

“Sec. 7. All laws relating to the Bureau of Pensions, the National Home for 
Disabled Volunteer Soldiers, and the United States Veterans’ Bureau, and other 
governmental bureaus, agencies, offices, and activities herein authorized and 
directed to be consolidated, so far as the same are applicable, shall remain in 
full force and effect, except as herein modified, and shall be administered by the 
\dministrator, except that section 4835 of the Revised Statutes is hereby 
rep aled 

“Approved, July 3, 1930.” 


AcT oF MARCH 20, 1933 


Section 17 of Public Law 2, 73d Congress, March 20, 1933, repealed all public 
laws granting medical or hospitalization treatment, domiciliary care, to veterans 
who served in or subsequent to the Spanish-American War. 

“Spee. 17. All public laws granting medical or hospital treatment, domiciliary 
care, compensation and other allowances, pension, disability allowance, or re- 
tirement pay to veterans and the dependents of veterans of the Spanish-American 
War, including the Boxer Rebellion and the Philippine Insurrection, and the 
World War, or to former members of the military or naval service for injury or 
disease incurred or aggravated in the line of duty in the military or naval service 
(except so far as they relate to persons who served prior to the Spanish-American 
War and to the dependents of such persons, and the retirement of officers and 
enlisted men of the Regular Army, Navy, Marine Corps, or Coast Guard) are 
hereby repealed, and all laws granting or pertaining to yearly renewable term 
nsurance are hereby repealed, but payments in accordance with such laws 
shall continue to the last day of the third calendar month following the month 
during which this Act is enacted. The Administrator of Veterans’ Affairs 
under the general direction of the President shall immediately cause to be 
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reviewed all allowed claims under the above referred to laws and where a 
person is found entitled under this Act, authorize payment or allowance of 
benefits in accordance with the provisions of this Act commencing with the first 
day of the fourth calendar month following the month during which this Act 
is enacted and notwithstanding the provisions of section 9 of this Act, no 
further claim in such cases shall be required: Provided, That nothing contained 
in this section shall interfere with payments heretofore made or hereafter to be 
made under contracts of yearly renewable term insurance which have matured 
prior to the date of enactment of this Act and under which payments have been 
commenced, or on any judgment heretofore rendered in a court of competent 
jurisdiction in any suit on a contract of yearly renewable term insurance, or 
which may hereafter be rendered in any such suit now pending: Provided 
further, That, subject to such regulations as the President may prescribe, allow- 
ances may be granted for burial and funeral expenses and transportation of the 
bodies (including preparation of the bodies) of deceased veterans of any war 
to the places of burial thereof in a sum not to exceed $107 in any one case. 

“The provisions of this title shall not apply to compensation or pension (except 
as to rates, time of entry into active service and special statutory allowances), 
being paid to veterans disabled, or dependents of veterans who died, as the re- 
sult of disease or injury directly connected with active military or naval service 
(without benefit of statutory or regulatory presumption of service connection) 
pursuant to the provisions of the laws in effect on the date of enactment of this 
Act. The term ‘compensation or pension’ as used in this paragraph shall not 
be contrued to include emergency officers’ retired pay referred to in section 10 
of this title.’ 

Section 6 of said Public Law 2, supra, as amended by section 1, Public Law 78, 
73d Congress, June 16, 1983, authorized the Administrator of Veterans’ Affairs, 
under limitations prescribed by the President, to furnish to men discharged from 
the Army, Navy, Marine Corps, or Coast Guard for disabilities incurred in line 
of duty and to veterans of any war, hospitalization or domiciliary care (for 
permanent and certain other disabilities) pursuant to which Veterans Regula- 
tions No. 6 series, pertaining to eligibility for domiciliary or hospital care were 
promulgated by the President and, as amended by Congress are still in effect. 
Section 29, Public Law 141, 73d Congress, March 28, 1934, further amended sec- 
tion 6 to authorize, subject to available beds, hospitalization or domiciliary 
care for war veterans unable to pay expense, regardless of service connection 


(“EXTRACT FROM) 
[“PusLic—No. 78—73p CONGRESS |] 


That the appropriations herein made for the care and maintenance of vet- 
erans in hospitals or homes under the jurisdiction of the Veterans’ Administra- 
tion shall be available for the purchase of tobacco to be furnished, subject to 
such regulations as the Administrator of Veterans’ Affairs shall prescribe, to 
veterans receiving hospital treatment or domiciliary care in Veterans’ Adminis- 
tration hospitals or homes: Provided further, That the appropriations herein 
made for medical and hospital services under the jurisdiction of the Veterans’ 
Administration shall be available, not to exceed $5,000, for experimental pur- 
poses to determine the value of certain types of treatment: Provided further, 
That the appropriations herein made for domiciliary care shall be available 
for continuing aid to State or Territorial homes for the support of disabled 
volunteer soldiers and sailors, in conformity with the Act approved August 27, 
1888 (U. 8. C., title 24, see. 1384), as amended, including all classes of veterans 
admissible to the Veterans’ Administration homes: Provided further, That the 
Administrator of Veterans’ Affairs may, with the concurrence of the Attorney 
General, transfer to the Department of Justice such personnel and/or funds 
as may be deemed necessary in connection with the defense of suits against the 
United States under section 19 of the World War Veterans’ Act, 1924, as amend- 
ed: Provided further, That Section 6, Title I, of the Act entitled ‘An Act to 
maintain the credit of the United States Government,’ approved March 20, 1933, 
is hereby amended to read as follows: ‘Sec. 6. In addition to the pensions 
provided in this title the Administrator of Veterans’ Affairs is hereby author- 
ized under such limitations as may be prescribed by the President, and within 
the limits of existing Veterans’ Administration facilities, to furnish to men 
discharged from the Army, Navy, Marine Corps, or Coast Guard for disabilities 
incurred in line of duty and to veterans of any war, including the Boxer rebel- 
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lion and the Philippine insurrection, domiciliary care where they are suffering 
with permanent disabilities. tuberculosis, or neuropsychiatric ailments and 
medical and hospital treatment for diseases or injuries.’ 

“No part of this appropriation shall be expended for the purchase of any site 
for or toward the construction of any new hospital or home, or for the purchase 
of any hospital or home; and not more than $4,000,000 of this appropriation 
may be used to repair, alter, improve, or provide facilities in the several hos- 
pitals and homes under the jurisdiction of the Veterans’ Administration either 
by contract or by the hire of temporary employees and the purchase of materials. 

“Pensions: For the payment of pensions, gratuities, and allowances, now 
authorized under any Act of Congress, or regulations of the President based 
thereon, or which may hereafter be authorized, including emergency officers’ 
retirement pay and annuities, the administration of which is now or may here- 
after be placed in the Veterans’ Administration, $319,230,000, to be immediately 
available: Provided, That Navy pensions shall be paid from the income of the 
Navy pension fund, so far as the same shall be sufficient for that purpose. 

“That the Attorney General of the United States is hereby authorized to 
agree to a judgment to be rendered by the presiding judge of the United States 
court having jurisdiction of the case, pursuant to compromise approved by the 
Attorney General upon the recommendation of the United States Attorney charged 
with the defense, upon such terms and for such sums within the amount claimed 
to be payable, in any suit pending on March 20, 1933, and on the date of the 
enactment of this Act, brought under the provisions of the World War Veterans’ 
Act, 1924, as amended, on a contract of yearly renewable term insurance, and 
the Administrator of Veterans’ Affairs is hereby authorized and directed to make 
payments in accordance with any such judgment: Provided, That the Comp- 
troller General of the United States is hereby authorized and directed to allow 
credit in the accounts of disbursing officers of the Veterans’ Administration for 
all payments of insurance made in accordance with any such judgment: Provided 
further, That all such judgments shall constitute final settlement of the claim and 
no appeal therefrom shall be authorized.” 

29. Pustic Law 141, 73p CONGRESS 


SEC 


“Sec. 29. Section 6 of Public Law Numbered 2, Seventy-third Congress, as 
amended by Public Law Numbered 78, Seventy-third Congress, is hereby amend- 
ed by adding thereto the following proviso: ‘Provided, That any veteran of any 
war who was not dishonorably discharged, suffering from disability, disease, or 
defect, who is in need of hospitalization or domiciliary care, and is unable to 
defray the necessary expenses therefor (including transportation to and from the 
Veterans’ Administration facility), shall be furnished necessary hospitalization 
or domiciliary care (including transportation) in any Veterans’ Administration 
facility, within the limitations existing in such facilities, irrespective of whether 
the disability, disease, or defect was due to service. The statement under oath 
of the applicant on such form as may be prescribed by the Administrator of 
Veterans’ Affairs shall be accepted as sufficient evidence of inability to defray 
necessary expenses.’ ”’ 

Veterans Regulation No. 7 series provided eligibility for medical care (out- 
patient treatment) and prostheses and other appliances and special clothing. 


“EXECUTIVE ORDER 
“VETERANS REGULATION No, 7 
“ELIGIBILITY FOR MEDICAL CARE FOR VETERANS OF ANY WAR 


“WHEREAS, Section 6, Title I, of Public No. 2, 73d Congress, entitled ‘An Act 
To maintain the credit of the United States Government’ provides: 

“*In addition to the pensions provided in this title, the Administrator of Veter- 
ans’ Affairs is hereby authorized under such limitations as may be prescribed by 
the President, and within the limits of existing Veterans’ Administration facil- 
ities, to furnish to veterans of any war, including the Boxer Rebellion and the 
Philippine Insurrection, domiciliary care where they are suffering with per- 
manent disabilities, tuberculosis or neuropsychiatric ailments and medical and 
hospital treatment for diseases or injuries.’ 

“Now, THEREFORE, by virtue of the authority vested in me by said law. the 
following regulation is promulgated: 
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“I. The Administrator of Veterans’ Affairs, within the limits of Veterans 
Administration facilities, is authorized in his discretion to furnish to honorably 
dscharged veterans of any war, including the Boxer Rebellion and the Philip 
pine Insurrection, suffering rfom diseases or injuries incurred or aggravated in 
the line of duty in the active military or naval service, such medical, surgical. 
and dental services as may be found to be reasonably necessary. Such veterans 
may also be furnished with such supplies, including dental appliances, wheel 
chairs, artificial limbs, trusses, and similar appliances, including special clothing 
made necessary by the wearing of prosthetic appliances, as the Administrator 
of Veterans’ Affairs may determine to be useful and reasonably necessary, which 
dental appliances, wheelchairs, artificial limbs, trusses, special clothing, and 
similar appliances may be procured by the Veterans’ Administration in such 
manner, either by purchase or manufacture, as the Administrator of Veterans’ 
Affairs may determine to be advantageous and reasonably necessary 

‘FRANKLIN D. ROOSEVEL' 

“Tne WuHite House, 

“March 31st, 19232, 


[“No. 6095" | 


KXXECUTIVE ORDER 
VETERANS REGULATION No. 7 (A) 


ELIGIBILITY FOR MEDICAL CARI 


“WrerEAS, Section 6, Title I, of Public No. 2, 73d Congress, entitled ‘An Act Te 
maintain the credit of the United States Government,’ as amended by Section 1, 
Public No. 78, 73d Congress, entitled ‘An Act Making appropriations for the 
Executive Office and sundry independent executive bureaus, boards, commis 
sions, and offices, for the fiscal year ending June 30, 1934, and for other pu 
poses,’ provides: 

“*In addition to the pensions provided in this title the Administrator of Vet 
erans’ Affairs is hereby authorized under such limitations as may be prescribed 
by the President, and within the limits of existing Veterans’ Administration 
facilities, to furnish to men discharged from the Army, Navy, Marine Corps, o1 
Coast Guard for disabilities incurred in the line of duty and to veterans of any 
war, including the Boxer Rebellion and the Philippine Insurrection, domiciliary 
care where they are suffering with permanent disabilities, tuberculosis, or neu 
ropsychiatric ailments and medical and hospital treatment for diseases or 
injuries.’ 

“Now, THEREFORE, by virtue of the authority ‘vested in me by said law, the 
following regulation is hereby promulgated canceling Veterans Regulation No. 7 
and substituting therefor Veterans Regulation No. 7 (a) to read as follows 

“TI. The Administrator of Veterans’ Affairs, within the limits of Veterans’ 
Administration facilities, is atuhorized in his discretion to furnish to honorably 
discharged veterans of any war, including the Boxer Rebellion and the Philip 
pine Insurrection, and to men honorably discharged from the United States Army 
Navy, Marine Corps, or Coast Guard for disabilities incurred in line of duty, 
such medical, surgical, and dental services as may be found to be reasonably 
necessary for diseases or injuries incurred or aggravated in the line of duty 
in the active military or naval service. Such persons may also be furnished 
with such supplies, including dental appliances, wheelchairs, artificial limbs, 
trusses, and similar appliances, including special clothing made necessary by 
the wearing of prosthetic appliances, as the Administrator of Veterans’ Affairs 
may determine to be useful and reasonably necessary, which dental appliances, 
wheelchairs, artificial limbs, trusses, special clothing, and similar appliances 
may be procured by the Veterans’ Administration in such manner, either by 
purchase or manufacture, as the Admisintrator of Veterans’ Affairs may dete 
mine to be advantageous and reasonably necessary 

FRANKLIN. D. Rooskvent 

“THe WHITE House, 

“July 28, 1933. 
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Acr or AUGUST 23, 1935 


Public Law 312, 74th Congress, August 23, 1935, amended section 6 of Public 
Law 2, 73d Congress further to liberalize eligibility for hospitalization or domi- 
iary care. This basic law is still in effect. See also Public Law 62, 76th Con- 
cress, May 3, 1939, and section 4, Public Law 198, 76th Congress, July 19, 1939. 

“Sec. 6. In addition to the pensions provided in this title the Administrator of 
Veterans’ Affairs is hereby authorized under such limitations as he may prescribe, 
and within the limits of existing Veterans’ Administration facilities, to furnish 
to men discharged from the Army, Navy, Marine Corps, or Coast Guard for dis- 
abilities incurred in line of duty or to those in receipt of pension for service- 
connected disability, and to veterans of any war, including the Boxer Rebellion 
and the Philippine Insurrection, domiciliary care where they are suffering with 
perinanent disabilities, tuberculosis, or neuropsychiatric ailments and medical 
and hospital treatment for diseases or injuries: Provided, That any veteran of 
any war who was not dishonorably discharged, suffering from disability, disease, 
or defect, who is in need of hospitalization or domiciliary care and is unable 
o defray the necessary expenses therefor (including transportation to and from 
the Veterans’ Administration facility), shall be furnished necessary hospitaliza- 
tion or domiciliary care (including transportation) in any Veterans’ Adminis- 
tration facility, within the limitations existing in such facilities, irrespective of 
whether the disability, disease, or defect was due to service. The statement 
under oath of the applicant on such form as may be prescribed by the Adminis- 
rator of Veterans’ Affairs shall be accepted as sufficient evidence of inability 


detray necessary expenses 


l 





PUBLIC N 2—TbTH CONGRESS 
[“CHAPTER 109—18T SESSION ] 


H. R. 2320] 


de domicilia care, medical and hospital treatment, and burial benefits 
of the 8S sh-American War, the Philippine Insurrection, and the 








Boxer Rebellion 


“Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That in addition to persons entitled to domi- 
ciliary care, medical and hospital treatment, and burial benefits under the pro- 
visions of sections 6 and 17, Public Law Numbered 2, Seventy-third Congress, as 
amended (U.S. C., title 58, secs. 706 and 717), and regulations issued pursuant 
thereto, as amended, those persons recognized as veterans of the Spanish-Ameri- 
can War, including the Boxer Rebellion and the Philippine Insurrection, under 
public laws in effect on March 19, 1933, are hereby included within the provisions 
of the aforesaid section 6, as amended, and the second proviso of the aforesaid 
section 17, and regulations issued pursuant thereto, as amended, in the same 
manner and to the same extent as the provisions are now or may hereafter be 
applied to veterans of any war as specified therein. 

Approved, May 3, 1939.” 


“Seo. 4. In the administration of laws pertaining to veterans, retired officers, 
and enlisted men of the Army, Navy, Marine Corps, and Coast Guard, who served 
honorably during a war period as recognized by the Veterans’ Administration, 
shall be, and are, entitled to hospitalization and domiciliary care in Veterans’ 
Administration facilities on parity with other war veterans and subject to 
those provisions of paragraph VI (A) of Veterans Regulation Numbered 6 (c), 
which provide for reduction of monetary benefits to veterans having neither wife, 
child, nor dependent parent while being furnished hospital treatment, institu- 
tional, or domiciliary care.” 


AcT oF OCTOBER 17, 1940 


Section 4, Public Law 866, 76th Congress, October 17, 1940, amended paragraph 
IV, Veterans Regulation No. 6 (a), removing bar as to hospital care, etc., outside 
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limits of United States by providing that “in the discretion of the Administrator 
of Veterans’ Affairs necessary hospital care, including medical treatment, may 
be furnished to veterans who are citizens of the United States and who are 
temporarily sojourning or residing abroad, for disabilities due to war service in 
the Armed Forces of the United States.” 

“Sec. 4. That paragraph IV, Veterans Regulation Numbered 6 (a), as amend 
ed (U.S. C., title 38, ch. 12, appendix), is hereby amended to read as follows: 

“IV. No person shall be entitled to receive domiciliary, medical, or hospital 
care, including treatment, who resides outside of the continental limits of the 
United States or its Territories or possessions: Provided, That in the discretion 
of the Administrator of Veterans’ Affairs necessary hospital care, including medi 
cal treatment, may be furnished to veterans who are citizens of the United States 
and who are temporarily sojourning or residing abroad, for disabilities due to 
war service in the armed forces of the United States.’ ” 


ACT OF MARCH 17, 1948 


Public Law 10, 78th Congress, March 17, 1943, amended Veterans Regulation 
No. 10, granting hospitalization, domiciliary care, and burial benefits to include 
World War II veterans. 


{“Pustic Law 10—7S8tH Conaress] 
[“CHAPTER 16—I1stT SESSION] 


[“H. R. 1749] 


“AN ACT To amend Veterans Regulation Numbered 10, as amended, to grant hospitaliza 
tion, domiciliary care, and burial benefits in certain World War II cases 


“Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That paragraph IV of Veterans Regulation 
Numbered 10, as amended, is hereby amended by striking out the period at the 
end thereof and substituting therefor a colon and the following: ‘World War II 
Any person who served in the active military or naval service of the United 
States, on or after December 7, 1941, and before the termination of hostilities in 
the present war as determined by proclamation of the President or by concur 
rent resolution of the Congress: Provided, That the term “active military or 
naval service,” as used herein, shall include active duty as a member of the 
Women’s Army Auxiliary Corps, Women's Reserve of the Navy, and Marine 
Corps, and the Women’s Reserve of the Coast Guard.’ 

“Approved March 17, 1943.” 


Act oF Jury 11, 1946 


Public Law 499, 79th Congress, July 11, 1946, authorized the Administrator of 
Veterans’ Affairs to turnish upon a reimbursement basis, hospital care, to 
discharged members of the military or naval forces of any nation allied or asso- 
ciated with the United States in World War ITI. 


[“Pustic Law 499—7971TH CoNnGress } 


[“CHAprer 555—2p SEssIon | 
{“S. 294] 

“AN ACT To authorize the Administrator of Veterans’ Affairs to furnish upon a reimburse 
ment basis certain benefits, services, and supplies to discharged members of the military 
or naval forces of any nation allied or associated with the United States in World War II 
in consideration of reciprocal services extended to the United States 
“Be it enacted by the Senate and House of Representatives of the United 

States of America in Congress assembled, That (a) the provisions of section 202 

(14), World War Veterans’ Act, 1924 (38 U. S. C. 488), are hereby extended and 

confined to those governments allied with the United States in the war since 

December 7, 1941, and prior to termination thereof. 

“(b) In consideration of reciprocal services extended to the United States. 
the Administrator of Veterans’ Affairs is authorized, upon request of the proper 
officials of the government of any nation allied or associated with the United 
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States in the present war to furnish to discharged members of the military or 
naval forces of any such government, under agreements requiring reimburse- 
ment in cash of expenses so incurred, at such rates and under such regulations 
as the Aditninistrator may prescribe, medical, surgical and dental treatment, 
hospital care, transportation and traveling expenses, prosthetic appliances, edu- 
cation, training, or other similar benefits authorized by the laws of such nation 
for its veterans, and services required in extending such benefits: Provided, That 
hospitalization in a veterans’ facility shall not be afforded hereunder, except 
in emergencies, unless there be available beds surplus to the needs of veterans 
of this country: Provided further, That the Administrator may contract ior 
necessary services in private, State, and other Government hospitals. All 
amounts received by the Veterans’ Administration as reimbursement for such 
services shall be credited to the current appropriation of the Veterans’ Adminis- 
tration from which expenditures were made pursuant to this subsection. 
Approved July 11, 1946.’ 


AcTr or Jury 1, 1948 


Public Law 865, 80th Congress, July 1, 1948, authorizes grants-in-aid to the 
Republic of the Philippines in providing medical care and treatment for certain 
eterans of the Commonwealth forces of World War II 


{“Pustic Law 865—S0rH CONGRESS] 
“CHAPTER TS)—2ZD SESSION] 


.“s 2a6s 


AN ACT To assist by grants-in-aid the Republic of the Philippines in providing medical 
care and treatment for certain veterans 

Be it enacted by the Senate and House of Representatives of the United States 

of America in Congress assembled, That in order to assist the Republic of the 


Philippines in providing medical care and treatment for veterans, as defined in 
section 2 of this Act, who are in need of hospitalization for disabilities, deter- 
mined by the Veterans’ Administration under laws which it administers to be 
connected with the service described in such section, the President is authorized, 
subject to the provisions of this Act, to furnish aid in the form of grants to the 
Republic of the Philippines (a) for the construction and equipping of hospitals in 
the Philippinees to be used exclusively for such medical care and treatment and 
(b) for expenses incident to such medical care and treatment in either the hospi- 
tals so constructed and equipped or other hospitals in the Philippines. 

Sec. 2. For the purposes of section 1 of this Act, the term ‘veteran’ means 
persons who served in the organized military forces of the Government of the 
Commonwealth of the Philippines while such forces were in the service of the 
armed forces of the United States pursuant to the military order of the Presi- 
dent of the United States, dated July 26, 1941, including among such military 
forces organized guerilla forces under commanders appointed, designated, or 
subsequently recognized by the Commander in Chief, Southwest Pacific Area, or 
other competent authority in the Army of the United States, and who were dis- 
charged or released from such service under conditions other than dishonorable. 

‘Sec. 3. Any grant for the construction and equipping of a hospital may be 
made prior to or following its completion: Provided, That the total of such 
grants shall not exceed $22,500,000 

“Sec. 4. Grants for expenses incident to hospitalization may be made for a 
period not to exceed five years to reimburse the Republic of the Philippines for 
moneys expended for such hospitalization: Provided, That the total of such 
grants shall not exceed $3,285,000 for any fiscal year. 

“Seo. 5. The President may from time to time prescribe such rules and regula- 
tions and impose such conditions on the receipt of financial aid as may be neces- 
sary to carry out the provisions of this Act; and he may delegate in whole or in 
part the authority conferred upon him by this Act to any officer or officers of the 
United States. 

“Sec. 6. There are hereby authorized to be appropriated, out of anv money in 
the Treasury not otherwise appropriated, such sums as may be necessary to 
carry out the provisions of this Act. 

“Approved July 1, 1948.” 
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ACT OF SEPTEMBER 19, 1950 


Public Law 791, 8ist Congress, September 19, 1950, provided out-patient treat- 
ment for Spanish War veterans for non-service-connected disabilities on the basis 
that they shall be deemed to have been incurred as a direct result of military 
or naval service in line of duty during such war. 


[“Pustic Law 791—S81ist Coneress | 


[“CHAPTER 955—2pD SESSION } 
[“H. R. 6217} 


“AN ACT To provide greater security for veterans of the Spanish-American War, including 
the Boxer Rebellion and Philippine Insurrection, in the granting of out-patient treatment 
by the Veterans’ Administration 


“Be it enacted by the Senate and House of Representatives of the United 
States of America in Congress assembled, That Public, Numbered 62, Seventy- 
sixth Congress, approved May 3, 1989 (53 Stat. 652; 38 U. S. C. 706a), is hereby 
amended by substituting a colon for the period at the end thereof and adding 
the following: ‘Provided, That veterans of the Spanish-American War, includ- 
ing the Boxer Rebellion and the Philippine Insurrection, who are in need of 
out-patient treatment, shall, upon application for such out-patient treatment 
by the Veterans’ Administration, be deemed, for the purposes of such out- 
patient treatment, to have incurred their diseases or disabilities as a direct 
result of military or naval service, in line of duty, during such war.’’ 


Act oF May 11, 1951 


Public Law 28, 82d Congress, May 11, 1951, provided medical, hospital, and 
domiciliary care and burial benefits based upon service on and after June 27, 
1950, and compensation and pension for them and their dependents, the same 
as for World War II veterans. 


{“Pustic Law 28—82d CONGRESS] 
[“CHAPTER 49—I1sT SESSION ] 
[“S. J. Res. 72] 
“JOINT RESOLUTION To provide certain benefits for certain persons who shall have 
served in the Armed Forces of the United States on and after June 27, 1950 

“Resolved by the Senate and House of Representatives of the United States 
of America in Congress assembled, That any person who shall have served in 
the active service in the Armed Forces of the United States on or after June 27, 
1950, and prior to such date as shall thereafter be determined by Presidential 
proclamation or concurrent resolution of the Congress, shall, subject to other 
provisions of law and Veterans Regulations administered by the Veterans’ 
Administration, be entitled to benefits of medical, hospital, and domiciliary 
care, burial benefits, and they and their dependents shall be entitled to com- 
pensation or pension provided by law for persons who served during the period 
of World War II. 
“Approved May 11, 1951.” 

AcT or OcroBer 30, 1951 


Public Law 239, 82d Congress, October 30, 1951, provided a presumption of 
service connection for World War II veterans developing an active psychosis 
within 2 years from date of separation from active service for the purpose of 
hospital and medical treatment, including outpatient treatment, authorized under 
laws administered by the Veterans’ Administration. By virtue of the provi 
sions of Public Law 28, 82d Congress, this presumption, for the same purposes, 
is also applicable to persons who serve on or after June 27, 1950, and prior to 
such date as shall thereafter be determined by Presidential proclamation or 
concurrent resolution of the Congress. 
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[“Pusitic Law 239—82d CoNGREss] 


[“CHAPTER 638—1ST SESSION] 


(“H. R. 320] 


“AN ACT To assure hospitalization and out-patient treatment by the Veterans’ Administra- 
tion of World War II veterans who develop an active psychosis within two years from 
the date of separation from active service 


it enacted by the Senate and House of Representatives of the United 
States of America in Congress assembled, That, for the purpose of hospital and 
medical treatment, including out-patient treatment, authorized under laws ad- 
ministered by the Veterans’ Administration, a veteran of World War II (as de- 
fined in Veterans Regulation Numbered 10, as amended) developing an active 
psychosis within two years from the date of separation from active service in 
such war shall be deemed to have incurred such disability in such active service. 

“Approved October 30, 1951.” 


(Whereupon, at 12:30 p. m., a recess was taken until Wednesday, 
March 4, 1953.) 


x 





